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TREATMENT OF COMPOUND FRACTURES AT THE HARTFORD HOSPITAL* 


BY PAUL P. SWETT, M.D., F.A.C.S. 


N the treatment of compound fractures at 
the Hartford Hospital certain things have 
eradually come to seem of paramount import- 
ance. Of course, the whole problem involves nu- 
merous factors which are, perhaps, equally im- 
portant, but our experience has led us to believe 
that there are particular factors which are not 
customarily considered and the importance of 
which is such that we are warranted in discuss- 
ing them in some detail. It is, therefore, the 
purpose of this paper to bring these matters to 
your attention and then to show by a statistical 
study what has been accomplished in the way 
of actual results. It is not the purpose of this 
paper to attempt a complete dissertation on the 
subject of the treatment of the compound frac- 
tures, however. 

The first consideration deals with the neces- 
sity for prompt operative cleansing and reduc- 
tion of the fracture; the second deals with the 
importance of closing the skin promptly for the 
purpose of covering the bone and the soft tis- 
sues; the third consideration deals with the im- 
portance of adequate immobilization of the part ; 
and the fourth concerns the importance of sec- 
ondary dressings. 

With regard to the desirability of prompt op- 
eration, it has seemed to us that every compound 
fracture is best treated by operation under full 
general anaesthesia as soon after the onset of 
the injury as the patient’s condition will permit. 
We, therefore, regard compound fractures as 
acute emergency surgery and, as a rule, if the 
case is brought in before midnight, the operation 
is done during the evening. Cases brought in 
after midnight are often allowed to wait until 
the early morning. We found before we adopted 
our present plan that a good many compound 
fractures seemed to become infected several days 
after the injury and we convinced ourselves that 
these somewhat delayed infections were probably 
caused by contaminatiens incidental to Ward 
dressings and that the number and extent of 
these infections were increased in proportion to 
the extent of the soft tissue damage and skin de- 
fects. We, therefore, in the primary operations 


*Read at the Annual Meeting at Manchester, N. H., Septem- 
ber 30, 1927. 


make every effort to close the skin and to re- 
move all of the badly contused or lacerated soft 
tissues. The skin, however, is closed loosely and 
no effort is made to close the muscle layers or 
the fascia. After the dissection is finished, bleed- 
ing is carefully stopped and all parts of the 
wound are given abundant drainage with rub- 
ber tubes which are preferably brought out 
through the original or enlarged opening 
through the skin, but, occasionally, when the 
damage in the deep parts of the wound has 
been extensive, counterdrainage is also supplied. 
When the wound is first opened and enlarged, 
aerobic and anaerobic cultures are taken. The 
extremity is immobilized in a circular plaster 
cast in the position which permits the fracture 
fragments to remain in the best apposition and 
alignment. No effort is made to fix the frag- 
ments by any means of direct fixation because 
of the added trauma thus necessitated and be- 
cause of the increased risk of infection. 

Tetanus antitoxin is given as a routine and no 
window is cut in the cast. Following this first 
operation, if the patient’s temperature does not 
become high, and if the cultures do not show 
gas bacillus or streptococcus haemolyticus, the 
situation is left alone for three days. At the end 
of that time the patient is taken to the operat- 
ing room, given a general anaesthetic, the entire 
cast is then removed and if the drainage is not 
pussy and the skin edges are not sloughing, the 
tubes are removed, a dry sterile dressing is ap- 
plied and the fracture again immobilized in a 
circular plaster cast. If, however, the wound is 
infected, the loose skin sutures are removed and 
the infection is treated by the Carrell-Dakin 
method. 

As a rule our first efforts at cleansing the 
wound are carried out in the operating room by 
means of a two stage operative preparation. The 
operator, himself, had best carry out the first 
steps of this skin preparation by scrubbing the 
entire part thorcughly with green soap and then 
shave it, rinse off the skin with sterile water and 
dry with ether. The assistant then takes the rel- 
atively clean skin, scrubs the part with benzine 
and then covers the skin with tincture of iodine, 
four per cent. which is allowed to remain. The 
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region is then draped in the cus'omary way 
with sterile towels and sheets while te operator 
and assistant change their gloves and gowns and 
proceed with the operation. 

With regard to the importance of early oper- 
ation, it seems clear and obvious that since the 
most important thing in the care of compound 
fractures is to prevent infection, the earlier the 
damaged tissue can be removed, the less likeli- 
hood there will be for the development of infec- 
tion. Severely contused or lacerated soft tissues 
have very little resistance to infection by reason 
of interrupted blood supply. Prompt closure of 
the skin likewise provides against the presence 
of a long-continued open wound directly over 
the fracture site and thus becomes a cloak or 
barrier to the introduction of subsequent infee- 
tion, besides which covering of the damaged bone 
and soft tissues by healthy skin removes the pos- 
sibility of irritation by dressings and keeps these 
tissues in a far healthier condition, thus improv- 
ing their resistance to infection. 

We have abandoned the use of splints because 
our experience has shown that the immobiliza- 
tion they provide is less adequate and effective 
and it appears to be important to fix the frag- 
ment and surrounding soft tissues thoroughly 
in order to prevent the additional trauma which 
occurs with imperfect fixation. 

With regard to the importance of the seecond- 
ary dressings, we have become convinced that as 
a practical matter, it is impossible to do aseptic 
dressings outside of the operating room. A dress- 
ing which requires handling of the parts, chang- 
ing a cast and removing the drainage tubes is a 
procedure of sufficient extent and gravity to 
warrant and to merit a full aseptic technique. In 
our experience, such a technique can only be fol- 
lowed out in the operating room and under the 
same plan as is used in any major operation. 

The plan of treatment which we have ihus 
outlined has been in effect with us for the past 
seven years. We have taken the cases for study 
which oceurred during the five-vear perio1, from 
1921 to 1925 inelusive. There were in this se- 
ries, a total of thirty-nine compound fractures, 
distributed as follows: 


._ Tibia and fibula 


Radius and ulna . 
Femur 4 
Patella 2 
Humerus 2 


We have always found in studying any of our 
Statistics some element of surprise in the results 
and we were considerably surprised in this in- 
stance to find such a small total of compound 
fractures. We ean only explain it on the theory 
that the Hartford Hospital receives a large pro- 
portion of its cases by reference from the at- 
tending staff and does not under any circum- 
stances receive a large number of acute tranma- 
he cases. In this group of thirty-nine com- 


pound fractures, there were nine infections, 
which amounts to 23% of the cases. These in- 
fections occurred once in the radius and ulna, 
eight times in the tibia and fibula, that is to 
say 88.6% of the total infections occurred in the 
tibia and fibula, and this is interpreted not only 
as a commentary on the greater frequency of 
such fractures in the tibia and fibula but also 
as significant of the importance of closing the 
skin because it is obvious that adequate skin 
closure in the leg is not as easily obtained as it 
is in the forearm, thigh or arm. Of these nine 
infected cases, 3 or 7.6% developed osteomyelitis. 
Other local complications which occurred are 
listed as follows: 


Bone grafts required 2or 5% 
Necrosis of bone without infection 3 or 7.7% 
Soft tissue slough lor 25% 
Delayed union 6 or 15% 
The results are listed as follows: 
Amputations 3 or 10% 
Permanent nonunion lor 2.5% 
Large bone defect lor 2.5% 
Ankylosis of the knee lor 2.5% 
Nerve damage (ulna nerve) lor 2.5% 
Deaths (due to abdominal injury)... 1 or 2.5% 
End results, regarded AS 2OOG ccc 29 OF 72.5% 
Unknown results or 5% 
Poor results 8 or 22.5% 


One amputation was for gas gangrene, in an 
elderly woman whose injury occurred when she 
was knocked down by an automobile on a side- 
walk. Of the two other amputations, one was 
necessitated because of severe infection attended 
by such extensive soft part damage that the cir- 
culation distal to the fracture site was seriously 
interrupted. 


The second amputation was elected because of 
a stubborn osteomyelitis of the tibia which de- 
veloped in a compound fracture of the leg al- 
ready weakened by a rupture of the crucial lig- 
aments of the knee. ; 

Nothing in our experience provides a relia- 
ble guide as to the probability of gas bacillus in- 
fection in a given case, but we should and do 
seriously question the advisability of closing the 
skin at all in the very badly lacerated eases 
which occur in close contact with garden earth. 
With this exception we feel the principle of 
early closure is sound. 

We do not know how our results compare with 
those obtained by other surgeons. We do know 
that for the five-year period studied, the results 
are far better than for the previous five-year 
period and we are certain that increasing experi 
ence and facility are showing a continued im- 
provement, so that we feel warranted in looking 
forward to not more than 10% of infections in 
the next five-year group. 

It is 6ur conviction, therefore, that the atti- 
tude towards compound fractures should be 
changed. Instead of regarding such injuries 
as potentially infected and to expect suppura- 
tion as the almost inevitable outcome, we should 
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aggressively set to work and at once convert the | see very little of it at the present time. In the 


wound into a clean wound and handle it in such 
a manner as to prevent subsequent infection. 


Discussion 


Rozert B. Oscoop, M.D., F.A.C.S., Boston: 
(The Secretary, Dr. Birnie, read Dr. Osgood’s 
diseussion from ms. ) 

We agree with the author’s statement that the 
first considerations in the treatment of com- 
pound fractures are the prompt operative (not 
necessarily extensive operative) cleansing of the 
wound of the soft parts and the reduction of the 
fracture. If one employs splints of the Thomas 
arm or leg type, a partial reduction may be ae- 
complished even before the operative procedure 
is possible and the operation may be performed 
with the splint in situ, the reduction being com- 
pleted on the table. If soiled bone protrudes 
primary cleansing is of course essential before 
reduction. Sinclair’s recent book on the Thomas 
splint deseribes his simple and efficient war-test- 
ed technique. This is of greatest advantage in 
fractures of the lower limb and 30 of Swett’s 39 
eases of compound fracture were of the lower 
limb. 

The old question of the type of immobilization 
is raised, namely, plaster of Paris casts or open 
wire splints with integral or weight and pulley 
traction. Each surgeon will use the tool he likes 
best. 

We agree that delayed dressings, as long as all 
is well, and aseptic operating room dressings are 
_ of great advantage if the initial culture shows no 
haemolytic streptococci or gas bacilli. We have 
an instinctive dislike of rubber drainage tubes in 
compound fractures for drainage alone. Rubber 
tissue drains would seem to serve as well and be 
less likely to threaten hemorrhage and favor 
sinus formation and sequestration. If one ad- 
heres to the Carrel-Dakin treatment and antisep- 
tie irrigations, they are obviously necessary, but 
the recent work of Orr and the published experi- 
ence of Sinclair at least reopen the question as 
to whether any antiseptic treatment requiring 
frequent dressings will yield as large a number 
of good results in as short a time as the aseptic 
treatment and infrequent dressings. 

The author’s record of sepsis is admirable. To 
have had only 3 out of 39 cases of compound 
fracture on a general hospital develop service an 
osteomyelitis, is a fine showing and deserves con- 
gratulation. 


_J.8. Stone, M.D., F.A.C.S., Boston: I would 
like to ask about the advisability of drainage 
tubes as a regular routine procedure. 


BENJAMIN H. Auton, M.D., F.A.C.S., Worces- 
ter: In answer to the question just asked it is 
very difficult in a great many of these cases 
where we have compound fractures even when 
careful cleansing has been applied, to know 
whether the bones are clean. I had more or less 
experience with this type of thing in the war. I 


war eases we very seldom closed the wound after 
cleansing but we did use a great deal of the Car- 
rel-Dakin treatment by leaving one or more 
tubes in the wound and giving definite irrigation 
and then following by culture we found that we 
had very good results with the Carrel-Dakin 
method. 


Grorce A. LELAND, Jr., M.D., F.A.C.S., Bos- 
ton: It seems to me that when we come to dis- 
cuss compound fractures we have got to draw 
very distinet lines as to whether the compound 
wound is formed from within or whether it is 
caused by the primary violence. The latter type 
of case might be called a massive compound frac- 
ture. At the Massachusetts General Hospital 
ten to fifteen years ago, before the War, cases of 
compound fractures of either of these two types 
were treated in the identical way Dr. Swett has 
outlined. In the eases of massive compound 
fracture we had distressing results with severe 
sepsis and osteomyelitis. With the war experi- 
ence and with the Carrel-Dakin treatment the 
condition has changed absolutely, and today 
those cases of the massive compound type are 
all treated with the Carrel-Dakin method, and 
we believe much more satisfactorily, though I 
haven’t the statistics to offer this afternoon. 


As for the Carrel-Dakin treatment and the 
method, many people feel that it is a fussy pro- 
cedure, hard to carry out, that the solution must 
be freshly prepared and not exposed to the sun- 
light. That may be true of Dakin’s solution. 
Dr. Sherman of Pittsburgh has pointed out, 
however, that the Hyclorite solution which is 
on the market can be used in place of the Dakin’s 
solution and just as satisfactorily. So there we 
have one objection to the method abolished. It 
is perfectly true that the Carrel-Dakin method 
is fussy and details have to be carefully applied, 
but it isn’t so fussy as to be impossible for a 
trained nurse to carry out. 

We believe that these massive compound frac- 
tures should not be closed after the debridement 
but should have Carrel-Dakin treatment first. 


P. P. Swert, M.D., F.A.C.S., Hartford (clos- 
ing): The reason we use drainage tubes is that 
we are making every possible effort to close the 
skin, and contrary to the plan at the Massachu- 
setts General Hospital we do close the skin in the 
massive cases and we think we have obtained bet- 
ter results since this has been done. In the cases. 
where we are unable to close the skin we use the 
Dakin’s solution. The drainage tubes are used 
to provide treatment during the first 48 hours. 


In this series I am not discussing as definitely 
grouped a classification as Dr. Leland has men- 
tioned. These cases are not all of the massive 
type, and they do not include those cases that 
result merely in a puncture wound from internal 
violence from a sharp-pointed bone which have 
been treated as simple fractures without doing a 
debridement. 
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A NOTE ON DIFFICULTY IN TURNING OVER IN BED 


BY GEORGE BLUMER, M.D. 


|* these days of laboratory investigation it may 
appear almost frivolous to discuss so simple 
a symptom as difficulty in turning over In bed. 
Nevertheless, its diagnostic importance in cer- 
tain types of disease has been impressed upon 
me so frequently in recent years that at least a 
brief consideration seems warranted, This Is 
further justified by the lack of discussion in 
medical literature of this particular form of in- 
capacity. 

One would, of course, expect that difficulty in 
handling oneself in bed or turning over in bed 
might occur in any sufficiently painful affection 
involving the muscles or fasciae of the trunk 
or back, or the bones or joints of the spinal col- 
umn or pelvis. Painful affections of neighbor- 
ing large joints, such as the shoulder and hip 
joints, might also be expected to cause difficulty, 
but here the cause would be obvious, as it also 
would if the disability was due to muscular 
paralysis or extreme debility. 

Observation of patients with painful affections 
of the museles, bones or joints of the trunk con- 
firms the view that difficulty in turning in bed 
is a common symptom in such eases. In lumbago, 
for example, the disability is well-known and is 
often extreme. As Jonathan Hutchinson says 
‘*The sufferer cannot turn in bed or attempt to 
rise from it; he dare not even cough.’’ In the 
acute stage of arthritis of the vertebral joints 
inability to lie with comfort in some particular 
position is perhaps more common than disability 
in turning, though this also oecurs. In sacro- 
iliac disease difficulty in turning in bed is not 
common but may ovcasionally he the presenting 
symptom. In sciatica and spinal cord tumors 
this form of disability is apparently quite rare. 
In Pott’s Disease, during the acute stages, and 
in typhoid spine difficulty in turning in bed may 
be a marked feature. 

The chief purpose of this communication is 
to call attention to the diagnostic importance of 
difficulty in turning in bed as a symptom in 
metastatic carcinoma of the spinal column and 
adjacent structures. The patients in whom this 
symptom has been observed may be divided into 
two groups, (1) those in whom the diagnosis 
is easy on account of the obvious presence of a 
malignant neoplasm or the history of the re- 
moval of one, and (2) those in whom the neo- 
plasm is hidden and perhaps entirely unsus- 
pected. Needless to say the diagnostie value of 
difficulty in turning in bed is much greater in 
the second group. 

Most of the eases falling within the first 


group that [ have observed have been women 
suffering from cancer of the breast or with a 
history of removal of a breast cancer. A sum. 
marized history will elucidate this point. 


Mrs. B. Complete removal of right breast for 
carcinoma in July 1916. In November 1916 pain and 
stiffness in the right arm and shoulder, worse in wet 
weather and at night. In December 1916 pain in the 
back running down both legs. The patient has diffi- 


culty in walking. She cannot turn over in bed. No 
sphincter involvement or sensory changes. 
Examination shows no local recurrence. There 


are localized rales at the apex of the left lung and in 
the left anterior axillary line. The liver is enlarged, 
hard, tender and nodular. There is slight loss of 
power in the left leg. The.deep reflexes in the left 
leg are increased but there is no ankle clonus. X-rays 
show absorption of local areas in several ribs and 
nodules in the lung. Death: no autopsy. 


The group of patients suffering from hidden 
carcinoma were nearly all victims of cancer of 
the prostate. It was particularly in this group 
of patients that difficulty in turning in bed was 
of great diagnostie value, for in several of them 
there were no urinary symptoms and the pos- 
sibility of hidden malignaney had not even been 
considered. A summarized history will illus. 
trate such a ease. 


Mr. X, aged 70. There was gradual loss of weight 
with anorexia lasting over two years. For some 
months there was difficulty in going up and down 
stairs. The patient walked with a cane. There was 
extreme nervousness. A marked anemia was present. 
There were no urinary symptoms. 

The patient was in bed when seen and when re- 
quested to move from the left to the right side of the 
bed marked disability in moving in bed was at once 
apparent. The patient had to haul himself slowly 
across the bed by grasping the head of the bed. He 
was pale and markedly emaciated. There was ten- 
derness over the lower ribs on the right side. The 
internal organs were negative except for a palpable 
spleen. There were contractures of both knees. The 
deep reflexes were sluggish. The prostate, especially 
the right lobe, was considerably enlarged and of al- 
most stony hardness. The x-ray showed areas of 
enlargement on several ribs with rarefaction of bone. 
The patient gradually failed and died four months 
later; no autopsy. 


CONCLUSIONS 


(1) Difficulty in turning over in bed may 
occur in any painful affection of the muscles of 
the trunk or their fasciae or in any disease in- 
volving the bones or joints of the vertebral 
column or the pelvis. 

(2) It is of diagnostic value chiefly in pa- 


tients who have hidden carcinoma, especially of 
the prostate, with involvement of the spina! 
column and adjacent structures. 
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A PHYSICIAN OF YESTERDAY 


BY JOSEPH GARLAND, M.D. 


HE nineteenth century —the century of 
achievement in the arts and crafts and 
sciences—was the stage on which many of the 
most momentous scenes of human progress were 
enacted. Our own profession, embodying the 
art and the science of medicine, played no small 
part in this latter day renaissance. Louis 
Pasteur was born in 1822, Joseph Lister in 1827, 
and the stream of intellectual activity liberated 
by these two men touched as with a magie wand 
the scholarly but conservative and dogmatic 


medicine of the day, awakening it into an activ- | 


ity which still continues with undiminished 
vigor. 

The aspirations and ideal of medicine have, 
we believe, remained the same through all the 
centuries, for they have been based on the funda- 
mental concept of service to humanity. ‘‘To 
cure rarely,’’ a noted Frenchman gave as the 
functions of his profession, ‘‘to alleviate often, 
to comfort always.’’ Thus the humanistic side 
of medicine, sometimes lost sight of, sometimes 
beclouded by other and less idealistic interests, 
has nevertheless remained the mark of distine- 
tion which has generally designated the physi- 
ean. 

That generation of physicians which received 
its education and was sent out, apostolically, to 
minister to its lay brethren some fifty years age 
was in a peculiarly happy and enlightened sit- 
uation. Not only had it been irradiated with the 
elear and searching light of scientific truth 
which the medical renaissance had shed upon 
it, but it had been brought up in and imbued 
with the kindly spirit of the preceding genera- 
tion, in whose school experience and wisdom and 
patience had perforce to fill the place of an in- 
sight into miscroscopie pathology and a knowl- 
edge of microbie invasion. No generation has 
had a better opportunity of learning the science 
and practicing the art of medicine than that 
which passed through our medical schools and 
our hospitals of fifty years ago. 

General practice was the rule in 1877, and 
specialization was the exeeption. Even our 
larger cities of that day would seem provincia! 
to us as compared to their present trends, and 
practice in the smaller cities was of that in- 
dependent, partially rural type which, we are 
told, is vanishing to the detriment of our broad 
ecountrysides. The lonely night vigil is becom- 
ing a thing of the past; the candle-lighted 
kitchen table is almost obsolete as an adjunct to 
major surgery; practice is becoming somewhat 
easier, somewhat less personal, and perhaps 
somewhat less kind. Modern conditions of travei 
have rendered the city more accessible, and with 
the greater availability of scientific methods a 
certain sturdy independence in medicine is be- 


ing lost. Few of the graduates of 1877 are left 
among us now; the conditions under which 
they lived and worked will soon be forgotten, 
and if only for the sake of its reminiscent val- 
ue, it may be of passing interest to record a 
few facts in the life of one of these who was 
of service to his small community. 

Joseph Everett Garland, the subject of this 
sketch, was born in Gloucester, Massachusetts, 
on November 17, 1851, of New Hampshire stock. 
His grandfather had been a farmer in Hampton, 
N. H., and in this town his father, Joseph Gar- 
land, had been born in 1822. Joseph Garland 
had been a sehool teacher even before entering 
Dartmouth College in 1840, and after one year 
in Dartmouth he taught again for a year in 
Gloucester, before entering Bowdoin College, 
from which he graduated in 1844. Returning 
to his former occupation, he again taught in 
South Hampton and Atkinson Academies, study- 
ing medicine in the meanwhile, and eventually 
graduated from Jefferson Medical College in 
Philadelphia in 1849. This same year he set- 
tled in Gloucester for his life work and pursued 
a long and honorable career, both in his profes- 
sion and in general service to the community 
until his death in 1902, for he served on the 
School Committee from 1850 to 1855, became 
mayor of the city in 1879 and was reélected as 
a unopposed candidate in 1880. Joseph Everett 
was the oldest and only survivor of three sons, 
for Ellesley died in early childhood and Otis in 
his junior year at Bowdoin College. 

Few facts are now available concerning the 
early boyhood and school days of Joseph Everett 
Garland save half-forgotten stories told years 
ago by himself. We know that he attended the 
public schools and in general behaved like a 
normal, active school boy, clam-digging and fish- 
ing and familiarizing himself with the habits 
of those who go down to the sea in ships. <A 
popular diversion was shooting the ubiquitous 
wharf rat— Mus norwegius— which in those 
days, according to current report, attained the 
size of the common house eat and was more than 
a mateh for it. Fishermen and other seafaring 
men were, of course, extraordinary idols, and 
the story was often told of Captain Alexander 
Patillo, who, on finding seven men struggling 
down the dock under the weight of a large 
anchor, took it from them, threw it over his 
shoulder, and carried it to his vessel. 


The fall of 1866 found the boy, now nearly 
fifteen years of age, enrolled in Phillips Acad- 
emy at Andover and being thrust among men 
of far above the preparatory school age, for 
there were then in the academy many veterans 
of the Civil War who had returned from the 
fields of the South to finish their studies. Dis- 
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cipline was hard to maintain among these re- 
turned soldiers and ‘‘ Uncle Sam’”’ Taylor, stories 
have it, often had his hands full. ; 

Seraps of the Andover correspondence are still 
preserved : 

Andover, Sept. 12th, 1866. 
Dear Parents and Otis: } 

I have just sat down to write home, in my study, 
on the third floor. The evening is pleasant, although 
it was rainy this morning. I received your letters 
this P. M.; they were very acceptable you may be as- 
sured. I have lost all my homesickness, although I 
never had very much, being determined not to have 
any. 

My teacher’s name is Mr. Bridgman or “Old Bridg” 
as the boys call him. He has the repute of being a 
cross teacher, but so far I have seen nothing to cor- 
roborate that statement except that he speaks rather 
sharp; he is a good man I guess, as I heard he con- 
templates being a minister and he conducts evening 
prayers in the chapel, Uncle Sam leading only during 
the morning exercises Father talked of the term 
used for failing in College being “Bull” here it is for 
a dead failure “Flunk” for a poor recitation “Fizzle” 
for a good recitation “A Rush”. Mr. Bridgman was 
taken from his house last term tied in a room in 
Commons, and pelted with rotten eggs by the boys. 

I study from seven in the morning to a quarter be- 
fore nine when we attend prayers and from nine 
until quarter of eleven when I recite until twelve and 
from half past one in the afternoon until a quarter 
past three when I recite until half past four, then 
prayers, and study from seven until nine in the eve- 
ning. 

Your affec. Son, E. 


The following spring, we may imagine, found 
him thoroughly acclimated and conversant with 
the technique of student life, as the following 
will bear witness to: 

Andover, March 5th, 67. 
Dear Father: 

When you were here [ did not know that there 
were vacancies in the “Hart house,” if I had I should 
have asked you to let me go there. 

Last evening a gentleman called 6n me, stating 
there were to be two vacancies there, and asked me 
how I should like to go there. I told him I should 
like to very much, and asked him how much the 
rooms would come at, he said probably at 7.50 at the 
greatest not more than eight dollars a week. 

I would like to have you let me go there if board 
does not come at more than 7.50. Mr. Hart is a re- 
tired clergyman, his wife a very nice lady, very inti- 
mate with Mrs. Mosman: the boys there are some of 
the best in school: the sabbath is regarded there 
strictly and some of the boys are religious, which 
none in this house are (etc.) 

In haste, 
Your affectionate Son, 


EVERETT. 


Perhaps some inkling of future professional 
leanings may be gathered from this extract 
penned in December, 1867. 


I would like to ask father a medical question. 
What are the best remedies for Pin Worms? I am 


not troubled with that affliction myself, but there is 
someone I know of who is; he has tried injections of 
Aloes but they are too powerful: he don’t know of my 
asking you for any remedy, indeed he didn’t know 
you were a physician, but I would like to know some- 
thing that may be used, if you please. 


The following spring Everett’s mother died, 
but during his college years at Harvard there 
was added to the family a stepmother who be- 
came a mother indeed. 

Cambridge, Oct. 2, 1870. 
Dear Father: 


I have been having quite a jolly time this term so 
far mixing with the fellows in the Yard and “hazing” 
Freshmen. I am at present rather anxious about my 
term bill for it must be paid on Wednesday the last 
day of grace. Also I want some coal but can’t get it 
as I shall have to pay cash down. 

In a day or two I shall write—this is as you see 
only a begging letter. 

Yr. Son J. E. G. 


At eollege many lasting friendships were 
formed, although he must have been well oc- 
cupied, helping to meet expenses by reporting 
for the Boston Globe. For a year he was li- 
brarian of the Hasty Pudding Club, receiving 
thereby a free room in Holworthy Hall which 
he shared with the late Justice John F. Brown; 
the preceding year when Brown was librarian 
they had also roomed together thereby both re- 
ceiving two years of free room rent. 

Extra-curricular student activities were typi- 
eal of the gay seventies and not dissimilar to 
those of later days, for stories have been told of 
painted cows being hoisted by the dark of the 
moon onto unpopular roofs and like evidences of 
sporting tendencies among the undergraduates. 
Vacations were spent at Gloucester, at Hampton, 
and once on the Grand Banks in a fishing 
schooner. 

College graduation came in 1873, and that fall 
found him enrolled at the old Harvard Medical 
School on North Grove St. and doubtless attend- 
ing Professor Oliver Wendell Holmes’s lectures 
on Anatomy—after lunch—for Dr. Holmes was 
the only lecturer who could keep a class awake 
at that hour. During these years he roomed on 
the north side of Beacon Hill with Octavius 
Thorndike Howe and the late Dr. Oliver Hurd 
Everett, of Worcester. 

The elass of 1877 was a large one for those 
days at the Medical School with sixty-two men 
graduating, including John W. Farlow, Charles 
M. Green, Edward O. Otis and Maurice H. Rich- 
ardson. Only thirty-six had graduated in 1876, 
among them being Arthur Tracy Cabot. Forty- 
seven graduated in 1878. 

As was the custom until recently, interneships 
were often served before graduation, and the 
year 1876 was spent as a house pupil on the 
West Surgical service at the Massachusetts Gen- 
eral Hospital. A temporary service was then 
taken at the Chelsea Marine Hospital, and in 
1877 Doctor Garland served in the MeLean 
Street Lying-In Hospital. Opportunity then of- 
fering, he sailed for Europe in October with 
Dr. Oliver H. Everett for two years of foreign 
study. 

Vienna was the Mecca for medical students, 
and to Vienna they went, spending the greater 


‘part of the first year there, with the exception 
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of a trip to Italy and some time spent under 
Virchow in Berlin. August, 1878, found the 
young men in Prague, from which city they 
started on a sight-seeing tour of Switzerland, 
an account of which is still preserved in a num- 
ber of long descriptive letters. In September 
they were back in Vienna for the fall and early 
winter, leaving in January, 1879, for Paris via 
Strasbourg and Munich. They parted company 
in May, Doctor Garland going to London to 
follow the wards with Lister. The following 
month he went to Edinburgh, then to Ireland 
and from there home. 

A large part of the correspondence of this 
eager young student has been preserved and 
gives more graphically than can another pen 
the atmosphere of student days abroad a half 
eentury ago. 


Vienna, Nov. 29, 1877. 
Dear Father: 

Your letter came to hand day before yesterday. We 
all here are in a tolerably good state of health though 
we have a few colds which we continually pass 
around amongst each other so that one or two of us 
are always afflicted. The weather is worse and worse 
—-horrible. The pavement of the street is covered 
with slime and a greasy slime at that and there is a 
continuous drizzle most of the time. Once in a while 
we get a peek at a small fragment of blue sky without 
seeing the sun at all. This we suppose to be Thanks- 
giving day with you and I hope you may have eaten 
enough to supply my vacancy. We shall have our 
supper tonight, or rather dinner, at %7. We have 
invited Zucker-Kandl the anatomist and he will dine 
with us ****, 

This was soon after reaching Vienna.  Al- 
most a vear later he returned. 


Vienna, Sept. 19, 1878. 
Dear Father and Mother: 


Once more back again in the city of my delight, the 
most pleasant city I have seen and to which I gladly 
return, gay, careless, happy, Jewish, chattering, lying 
etc. etc., Wien, where the discords of life are more 
kmumerous than the sources from which she draws 
her population, and yet all is a sort of harmony, lots 
of jingle and bows and smirks which mean nothing 
yet are pleasant to see, yet everything skin deep and 
superficial, jollity rising to the top like scum in a 
bottle etc. etc. I arrived here yesterday, my trunk 
got here today and I drew £10 in Munich day before 
yesterday having hurried through Switzerland some- 
what more rapidly than I expected as expenses there 
are very high and I was exceeding what I had al- 
lowed. It will take something to start me here and 
then I can sail cheaply for a while I hope. 

I will write at greater length Sunday. 

Love to all. 
Your affectionate son, 
J. E. GARLAND. 


Vienna, Oct. 28, 1878. 
My Dear Father and Mother: 

Gradually the weeks roll around and I find myself 
with but a few weeks more left for Vienna, and more, 
much more to‘do than I well know how to accomplish. 
From eight to ten in the morning I have Bamberger 
in clinical medicine. I thought my bread and butter 
for the first few years at least would depend on the 
general practice I may be fortunate enough to acquire 
and consequently took this course and I must say a 


better I never saw or had. Bamberger is perhaps 
fifty years old, rather undersized, wears sidewhiskers 
and moustache, has long hair, a wrinkled face etc. 
He talks in an undertone, is very cool and his ques- 
tions and talk are always pointed. I have a very nice 
seat in his clinic and so can hear everything. A pa- 
tient is brought in before the class, the patient is 
questioned first as to his previous history, habits, 
etc., then as to his present trouble; duration, subjec- 
tive symptoms, etc., then, in every case a thorough 
physical examination is gone through with heart, 
lungs, liver, spleen and abdomen carefully examined, 
the urine tested and then the symptoms summed up, 
the diagnosis made and then the etiology, symptoms, 
prognosis, treatment, anatomical changes etc. all 
quite fully entered into; yes, even more than fully— 
I may say extraordinarily dwelt upon. We have had 
Diabetes, Leucocythemia, Pneumonia, Carcinoma of 
the stomach, Perforating ulcer, Phthisis, Compression 
of the Cord, Acute Bright’s, Intermittent Fever, 
Pleurisy, one heart case (besides several accidental 
murmurs in cases where only anemia was present) 
besides many others. The professor talks like a 
book, his remarks, although faintly spoken yet flow- 
ing in a continuous stream and when he has finished 
talking about a case one can’t imagine much more to 
ask questions about. He double discounts anybody I 
have seen at home. 

At ten I have Kaposi, Hebra’s son-in-law, on Skin, 
a most interesting talker and a remarkable man, very 
brilliant and thorough and perfectly conversant with 
his subject, a man in whose opinion I should have as 
much confidence as in that of his father-in-law. From 
eleven to twleve I have a course in pathology, merely 
to keep what I learned in Berlin from getting rusty; 
from one to two I have another course in skin dis- 
eases and from two to three a practical course in 
Auscultation; from four to five I have a course in 
Syphilis. Then I read a little, use the microscope 
somewhat, dissect occasionally, go to the theatre or 
opera once in a while, and sleep and eat. 

As I said before, I think more and more of making 
Skin and Syphilis specialties if they can be practiced 
sufficiently to make a living off of. This branch is 
certainly most open and with fewer competitors in 
America; whether there are cases enough to justify 
the attempt or not I cannot say. 

Yr. affec. Son, 


J. E. GARLAND. 


November 5, 1878. 
Dear Father and Mother: 

I feel now as though I were learning more and 
more daily: I look on all medical subjects more or 
less pathologically, trying to deduce from what I see 
the process that is going on underneath, and this I 
find an immense help; one almost feels the daily in- 
crease in knowledge. Something is being continually 
treasured up and it is this thoughtful, reflective way 
of looking at things that I consider one of the great- 
est advantages I have reaped. Mistakes I often make 
but not so blindly and unreasonably as I used to do. 
In Physical Diagnosis I have made good proficiency, 
but after all I shall have to go around with Father 
after I get home and learn treatment. Skin diseases 
I can treat, generally speaking, also surgical and the 
like, but for everyday diseases I think I would rather 
rely on him than on anyone else; the skin is rather 
a fancy subject you know. 

Yr. affec. Son 
J. E. GARLAND. 


News from the student son abroad was in 
those days, to the dweller in a small fishing city, 
somewhat of an event. Foreign travellers were 
rare, general information was more scanty, and 
intellectual horizons, though true, were more 


1264 


A PHYSICIAN OF YESTERDAY—GARLAND 


Boston M. & 8. Journa! 
January 5, 1928 


limited. Of equal interest to us, however, Was 
the news which went abroad from the family at 
home—their daily life, their thoughts and their 
viewpoints. 


Gloucester, Nov. 24, 1878. 
Dear Son: 

This is Thanksgiving week and we can’t help think- 
ing the more of you and indulging the feeling of re- 
gret that you cannot be here to join us around the 
family board. To have two such annual festivals 
pass by, and to look upon two vacant seats at the 
table is enough to make the heart ache, and sadly to 
mar the enjoyment of the occasion. **** 

I have been desired to contribute an original paper 
for the next meeting of the Massachusetts Medical 
Society to be read then-——I can hardly see how I can 
attempt it, my practice presses me so. The fact is 
that I can hardly get a chance to sit down and write 
a letter without constant interruptions before ten 
o’clock at night, and then I am not sure of quiet. I 
do not want to make a fool of myself, for I should 
not want to present anything that was not thoroughly 
elaborated and that did not contain some original 
thoughts that might be interesting if not instructive. 
Were you at home, I should attempt it, for I think I 
could get up something quite as good as I have known 
to be offered sometimes. What think you about it? 
Haven’t you some good subject in mind that could be 
well elaborated for such an occasion? 

Am glad you appreciate the opportunity you have, 
and that you really feel that you have learned some- 
thing of value. Shall be very glad to take you around 
to see my patients. Good-bye. 


Your affect. father 
Jos. GARLAND. 


Sunday P. M., Gloucester, May 12. 
My Dear Son: 


We received a very interesting letter from you, a 
week ago yesterday, dated at Munich, of which I 
made mention last Sunday in my letter to you. So 
now we are without any more recent news from you, 
and must fill this sheet wholly from this side of the 
Atlantic ***** (on account of) the deadlock in busi- 
ness, a suffering time has come to many a poor 
family whose frugality should have been better exer- 
cised when times were better. In fact, these are 
“hard times” in old Gloucester. “The single horse 
shay” education—the only industry of the place is 
at low tide. Such a scene has never been witnessed 
since 1837. No market for fish, and no large quanti- 
ties taken—vessels running fast in debt, and both 
owners and crews “short”. One good lesson may 
come of it—economy in the structure and outfit, as 
well as in the running of the vessels, and frugality 
and economy in the homes of both owners and fisher- 
men. A new departure must be made or the business 
is forever ruined. 

So good bye, 
Your affect. father 
Jos. GARLAND. 


The young physician, considerably ripened by 
his two years in the European elinies, returned 
to Gloucester in the summer of 1879 and soon 
after made a trip to Michigan in search of a 
place to settle. It happened, however, that in 
the coming fall his father, at the time president 
of the Essex South District Medical Society, was 
elected the fifth mayor of Gloucester, and to 
tide over this period the son consented to re- 
main at home tor the time and serve as locum 


tenens. Deep roots were struck and the tem- 
porary tenancy lasted for the remainder of his 
life. Longing glances, we know, were turned 
backward to the parting of the ways, but for 
him there was, thereafter, no specialization in 
a large city; a ‘busy general practice became his 
lot and for a quarter of a century he was the 
foremost practitioner and certainly one of the 
foremost citizens of the community that had 
taken him for its own. 


Practice was immediately successful, particu- 
larly so since this classmate of Maurice Richard. 
son, trained in the same surgical atmosphere, 
was the first surgeon of the North Shore to open 
the human abdomen. Major surgery was at first 
an emergency adjunct to routine practice and 
was not allowed to interfere with it—the early 
operations were generally performed on Sun- 
days, in improvised operating rooms, more often 
than not on kitchen tables, with a drug clerk 
friend as the anaesthetist. Soon, however, the 
trusted physician became known also as the 
skilful surgeon, and during the succeeding years 
of his life he performed the more important 
surgery of the vicinity. 

Life now, and from now on, was one of seven 
work days in the week, travelling alternately be- 
hind the sorrel and the bay mares, covering in 
the long drives the whole region from Rockport 
to Essex and the ‘‘back parish,’’ whirling over 
the roads in the light buggy in the summer time 
and ploughing through the unbroken drifts in 
the winter; rising at night to be rowed across 
the harbor and put on some vessel with sickness 
on board; meeting in consultation most of his 
colleagues in the county; returning to see 
twenty or thirty patients in a crowded office 
hour; hurrying north on a train that was flagged 
at a small White Mountain station, where he 
operated on a favorite niece for appendicitis— 
these were his days and nights for twenty-eight 
years, save for the few days snatched away each 
year to spend in the north woods of Maine. 

In 1884, at the suggestion of Freeman Putney, 
then the beloved superintendent of schoois, Doe- 
tor Garland, Mr. John L. Stanley and Mr. H. 
C. L. Haskell were nominated for the Schoo! 
Board and the choices were confirmed by the 
voters. Seven times they were re-elected to the 
Board, each serving until his death, in the case 
of Doctor Garland for twenty-three years, dur- 
ing most of which time he was Chairman of the 
High School Committee. During these years he 
was always on the alert to discover cases of 
pressing need on the part of students, and many 
a student had oceasion to thank his thoughtful- 
ness and generosity for the privilege of eontinu- 
ing school. In the capacity of a private citizen 
he started the fund towards establishing annua! 
prizes for speaking and composition in the High 
School. 

Besides being president of the Essex South 
District Medical Society he was a trustee of 
the Gilbert Home for the Aged, a charter mem- 
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ber and for years president of the Associated 
Charities, and from the time of its opening 
until his death, chairman of the medical board 
of the Addison Gilbert Hospital. 


Twenty-eight years of his life were spent in 
preparing to be a physician, and twenty-eight 
were spent in the practice of his profession. His 
life was one of service and of unremitting la- 


bors, uncrowned by the halo of a retrospective 
old age, for he died in his fifty-seventh year on 
December 16, 1907, revered by his community, 
but worn out by a life of ceaseless activity and 
self sacrifice. 


“We live in deeds, not years; in thought, not breaths, 
In feelings, not in figures on a dial. 
We should count time by heart-throbs. He most lives 
Who thinks most, feels the noblest, acts the best.” 


MEDICAL EDUCATION: THE RETROSPECT OF A RECENT GRADUATE 


BY KENNETH ELLMAKER APPEL, M.D. 


NDER the picture of Osler’s Chief Medical 

Heroes hanging in the University of Penn- 
sylvania Hospital, one reads the words Litterae, 
Scientia, Praxis—Science and Practice repre- 
senting the two great fields of medical endeavor 
and Letters the indispensable cultural back- 
ground of both. Medical education, we think, 
must give due consideration to all three. With 
these in mind let us consider how satisfactorily 
_the present-day student is being prepared. Many 
articles on this subject have appeared in the 
past several years, but they have been written 
by older men and it seemed worth while to 
formulate something from the younger point of 
view. 

It is recognized, of course, that training for 
science and practice is being given more ade- 
quately today than ever. But, the cost and the 
academie demands of our better schools are 
such that many people of modest means and 
zood average intelligence are debarred from the 
profession. This is important if we consider 
the alleged shortage of physicians. Some of 
those who desire to serve their lives as practi- 
tioners of medicine turn, no doubt, sincerely to 
osteopathy and the other schools of healing. In 
view of this situation we believe it would be 
worth while for our medical schools to consider 
certain changes in methods of teaching and a 
rearrangement of school and hospital training. 


I. METHODS OF TEACHING 


Emphasis on Fundamentals — Pedagogy 
teaches that learning begins with the acquisition 
of fundamentals and proceeds from the simple 
to the complex. In many of our courses in 
medical school we felt the reverse method was 
being applied. Both textbooks and lectures were 
too detailed, and frequently the latter were 
chiefly a chronicle of experimental data, the 
value of which was as yet unknown. The con- 
sequence was that one felt swamped with a mass 
of bewildering details. Would it not be more 
reasonable for a professor to lecture on essen- 
tials, present the situation as he sees it with 
his experience (if the subject is controversial) 
and then let the instructors add their details, 
assign-reports on the current literature, or guide 
the student in some original problem? 


After all, the student working with a great 
master receives from him an inspiration and a 
method of work, rather than a vast fund of de- 
tailed information. This seems to have been 
the spirit of Dr. George de Schweinitz’s associa- 
tion with the great Leidy and the spirit of Sir 
William Osler’s teaching. 

Examples of the difficulties aforementioned 
will readily oceur to anyone who has recently 
been through a medical school. What could 
be more uninspiring and unpedagogiec really, 
than to place in a student’s hands the opening 
day of school the massive tome of Gray, Cun- 
ningham or Piersol? Is it not like giving Cur- 
tin’s History of Greece or Thiers’ Ilistory of 
Iranee as an introductory textbook in history ? 
If the teachers would outline the essentials and 
recommend a simplified but adequate textbook, 
such as the excellent little Regional Anatomy 
by Cameron, the student would have the ground- 
work on which to build. We believe there are 
many fine practitioners and perhaps surgeons 
who never did very well in memorizing the in- 
finite details of our great anatomies. 

The study of chemistry, it seems to us, is also 
open to criticism. One learns the formulae of 
the amino-acids, uric acid, and the pyrimidine 
compounds; one goes through the colorimetric 
and salting-out reactions of the proteins; one 
does some quantitative analysis on the urine; 
but in some of the most important procedures 
used in hospital practice one receives little or no 
training. We wager that there are few students 
who can measure with any degree of confidence 
the COs in the blood plasma, the blood sugar, 
or blood urea, and we would extend this wager 
to include many hospital graduates. This is 
an example of what we mean by emphasis on 
essentials. Personally we should suggest that 
the anatomy course be shortened to bare essen- 
tials and the chemistry course be altered; for 
the fields of anatomy and histological pathology 
have been well worked, whereas that of colloid 
and physical chemistry as applied to medicine 
is virgin. 

Need for Genuine Teachers—Our second point 
is that we have need for tutors or teachers per se 
in our medical schools. They should be men 
who love to make things clear, ‘‘get things 
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across’, so that the facts will remain indelibly 
written. At present the quality of teaching 
suffers because advancement on our medical fa- 
culties comes exclusively through research. A 
nationally known clinician and investigator re- 
marked to us that because of this attitude he 
felt it was hardly worth while to prepare his 
teaching carefully. At school we felt that there 
were too many lectures by people whose last 
forte was public speaking and exposition. It 
was splendid and inspiring to hear a lecture 
by one who was creating anew the field in 
which he was lecturing, but when he was ex- 
pounding a subject in which he was not inter- 
ested the lectures were frequently very poor. 
Of course, it is desirable and necessary to have 
creators in the field of research on the medical 
faculties. They contribute to the vitality and 
esprit of an institution but why should these 
men be tied down with the responsibilities of 
teaching? There should be room also for teach- 
ers who love to expound and inspire, and who 
have a faculty for it. We have deans and presi- 
dents in institutions who are known for their 
executive ability rather than for their research. 
Why have we not room for the pure teacher who 
will act as the midwife to knowledge in Socrates’ 
simile ? 

Lectures Versus the Bedside—Medieal tradi- 
tion has it that Osler introduced bedside in- 
struction into American medical education. Let 
us have more of it; let the master teach the 
art by practice. To see the master mind at 
work in a concrete situation (the knowing ap- 
proach, the skillful observations, the almost in- 
tuitive recognition of essentials, the studied con- 
elusions)—all this is of inestimable value as 
compared with lectures. 

Can anyone recall the classification of rales 
he received in his lectures on physical diagno- 
sis? How complicated they were! However, 
what puzzles the interne early in his career is 
not the classification of rales but the ability to 
determine their presence. One hour by the 
bedside with fifteen minutes discussion by an 
efficient docent is worth three hours of the ordi- 
nary lecture. Very much the same applies to 
lectures on medicine—especially when thera- 
peutic nihilism is approximated. 


II. A SUGGESTED COMBINATION OF SCHOOL AND 


HOSPITAL TRAINING 


In the medical school we attended, all lectures 
were finished at the end of the third year and 
dispensary work in the minor subjects was also 
completed. If, with a generous allowance for 
lectures, one school ¢an finish its formal instrue- 
tion in three years, would it not be possible to 
spend the fourth year in the hospital as an 
interne on a rotating service of medicine, surg- 
ery, obstetrics, pediatrics, and laboratory? After 
having finished this year in the hospital, let the 
Interne return to the medical school for his 


final examination before receiving a degree. <A 
fifth year could be devoted to a specialty— 
whether medicine, surgery, or what not. 

The advantages of this plan are several. Per- 
haps most important would be the saving of the 
expense of one year’s training. It would in- 
sure emphasis on essentials. Every practitioner 
and specialist would have a general hospital 
training. In addition it would mean that many 
general practitioners would have spent an in- 
tensive year in one field and could be ealled 
upon by fellow doctors for their special know]- 
edge and advice. The smaller community would 
possess a group of men with uncommon know!- 
edge approaching the specialist’s rank but re- 
maining in general practice. 

This suggested rearrangement of the scheme 
of education would have the advantage of re- 
quiring more senior residents to guide the in- 
ternes in their routine work. It would create 
more openings for young men whose goal is ¢elin- 
ical research but who now have to leave the hos- . 
pitals and do general practice to eke out a liv- 
ing. 

Finally, this arrangement would involve a 
rapprochement between our centers of med- 
ical education and hospitals, which would be 
salutary. If the latter were not up to standard 
the schools could refuse to grant a degree. In 
this way the student who could not enter a 
teaching hospital would be assured of a bet- 
ter service than he can now generally obtain. 

Every hospital, we believe, should be rated by 
an impartial board, and certain data published 
for the information of medical schools and pros- 
pective internes. Dr. Christian has suggested 
that one of the criteria for judging a hospital 
is the percentage of autopsies. We should add 
the following: the care with which records 
are kept; the number of publications by the 
staff for the year; the number and nature of 
staff meetings with the resident staff; library 
facilities of the hospital; the number of hours 
available to the interne for reading and exer- 
cise; and the organization of the hospital, i. e., 
whether the ruling authorities in the hospital 
policy be the staff or a board of laymen; and 
finally the adequacy of equipment. 


III, NEGLECT OF THE HISTORICAL AND CULTURAL 
SIDE OF MEDICINE—LETTERS, IN OSLER ’S TERMIN- 
OLOGY 


What about the great treasure-house of med- 
ical tradition and history? Except in a partiec- 
ular branch here and there, and in a desultory 
fashion, it is left almost untouched. Our med- 
ical schools offer few, if any, courses in the his- 
tory of medicine. Where, let us ask, if not in 


the temples of Aesculapius themselves should 
we be initiated into the great tradition that has 
been carried along by Hippocrates, Galen, 
Pasteur, and Osler? 
How many of us knew when we graduated 
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from medical school who said, ‘‘I dressed him, 
and God healed him’’? Yet would it not be 
more valuable for the student to read how 
Paré ‘‘found the way to learn the art of surg- 
ery’’, than to read some of the current articles 
which are of more or less ephemeral value? 
How many of us have read about the plague of 
Athens, and of how Hippocrates led medicine 
from the temples and the priests and supersti- 
tion and despair? And yet this great world of 
history and romance is all but unseen by us. 
It is true that the better student will find these 
things for himself, but ought not all students 
be brought to these sacred springs of wisdom 
early in their careers? 

Would not the possession of this great cultural 
tradition help the general practitioner even in 
the simplest case? He would often meet diffi- 
culties’ to be solved with the same spirit the 
great masters applied. Many of their problems 
must have seemed unimportant at the start. And 
the discouragement that comes would be light- 
ened in the knowledge of the discouragements 
and sufferings of the great, which led even 
Metchnikoff, for example, to attempt suicide. 
And finally, the inspiration for better living, 
better practice of the trade, that one gets from 
the oath of Hippoerates to that epic of modern 
medicine, Cushing’s Life of Osler, all this can- 
not but ennoble every worker in the field of 
medicine. It would perhaps bind more strongly 
the honest heart to the knowing head, and when 
we are in the abysses of life in sickness and in 
death, is not the former a very necessary help? 


IV. CONCLUSIONS 


We have indicated certain ways in which it 
seems to us that training for Science and Prac- 
tice could be made more efficient and less cost- 
ly. Medieal schools, we believe, should put 
greater emphasis on fundamentals and eliminate 
details until the student is oriented. It would 
help if a certain number of faculty members 
were appointed primarily for their teaching abil- 
ity. The number of formal lectures could be re- 
duced and the teaching vitalized by more fre- 
quent contact with clinical material. The sub- 
stitution of a year’s rotating interneship for the 
fourth year of school would have great advan- 
tages, in our opinion. The adoption of these 
suggestions might make it possible to shorten 
the period of preparation. 

There are unquestionably a considerable num- 
ber of men whose sincere desire is to help their 
fellowmen by practicing medicine, who are 
turned away by the rigor and expense of the 
present-day training. And not an inconsider- 
able number of these find their way in honor- 
able conviction to the schools of the sophists— 
osteopathy, chiropraxis, and the like. Medicine 
itself must be held responsible in part for this 
condition. Practitioners need not be superior 
intellectual beings and the qualifications for 


practice ought not to demand it. What is to 
be desired in the majority of cases, it seems to 
us, is that the physician have a good average 
knowledge of the science combined with that 
high sense of his calling, which can be so easily 
quickened by the study of the great cultural 
heritage of medicine. And on this too little 
emphasis is placed in medical education. Let- 
ters, morals in the broad sense, and culture are 
conspicuously neglected, and in so far as Lit- 
terae, Scientia, and Praxis are slighted, the 
ideals of modern medicine fall short of realiza- 
tion. 


THE WORLD’S CHILDREN 


The American Legion Believes in Home Care 


Of the 523 children in care of the child-welfare 
division of the American Legion at the end of Octo- 
ber, 391 were in the mothers’ homes, 39 with relatives, 
45 in foster homes, and only 48 in legion billets, local 
institutions, or hospitals. During October the per 
capita cost of providing for children in their own 
homes was $10.75; in local institutions, $24.48; and 
in legion billets, $70. 


‘Mothers’ Aid” Granted by Institutions 


Four institutions conducted under church auspices 
in North and South Carolina, finding that some chil- 
dren for whom institutional care was requested could 
be cared for in their own homes if the mothers had 
the necessary means to support them, are now giving 
“mothers’ aid” in such cases. South Carolina is one 
of the six States which at present has no law grant- 
ing aid to children in their own homes. 


Arizona’s Leaflets for Spanish-speaking Mothers 

The division of child hygiene of the Arizona State 
Department of Health is publishing in Spanish, for 
the benefit of Spanish-speaking mothers, leaflets and 
charts on prenatal and infant care, birth registration, 
and the needs of growing children, and on venereal 
disease and tuberculosis. They are based on State 
board of health publications and those of the United 
States Children’s Bureau. 


Scholarships on Child Development 

A limited number of national scholarships in child 
development for 1928-29 have been announced by the 
National Research Council, under a grant from the 
Laura Spelman Rockefeller Memorial. They are 
open to college graduates of the United States and 
Canada with at least a year of graduate work and 
training in sciences basic to the study of child de- 
velopment. They carry a stipend of $1,000 for nine 
months’ work, with an option of an additional $200 
for a summer session of six weeks. Application 
should be made by January 21, 1928, to L. R. Marston, 
executive secretary, Committee on Child Develop- 
ment, National Research Council, Washington, D. C. 


Codperation in Work for Boys and Girls, New York 
City 

Twenty-five of the 88 social agencies caring for 
New York City’s dependent children have organized 
as a section of the Welfare Council of New York, in 
order to coérdinate their activities and eliminate 
needless duplication of work. All existing agencies 
will be invited to send delegates to the council. 

The Welfare Council is now making a study of 
boys’ work activities in Brooklyn, preliminary to a 
similar study for New York City as a whole. When 
completed it is intended that this study shall present 
an accurate picture of facilities for social work 
among New York’s half-million boys.—United States 
Department of Labor, Children’s Bureau, Washington. 
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BY DAVID W. PARKER, M.D., F.A.C.S. 


HEN one contemplates the wonderful ad- 

vancement in Medical Science in the last 
two decades it seems like a fairy dream. Perplex- 
ing problems of every phase of disease and treat- 
ment which had previously been a closed book 
have been solved by our research workers. In 
Surgery, regions, where a generation ago angels 
would have feared to tread, are now explored 
with comparative safety. We have hospitals 
wonderfully constructed and equipped in nearly 
every city, great and small, in this broad land; 
laboratories with trained technicians within the 
reach of all; literature on every subject so vol- 
uminous that it is almost impossible for one 
to be familiar with it even in abstracts. With- 
out question more lives are being saved and 
more people restored to health today than ever 
before. 

It would truly seem that this is the Golden 
Age of Medicine, and that we, as a profession, 
might justly be hailed as Conquering Heroes. 
With this wonderful equipment for service and 
record of achievement are we reaping a com- 
mensurate reward? Do we retain the reverence 
or even the confidence which was accorded the 
Doctor of the Old School, a reverence so beauti- 
fully portrayed by lan Maclaren? 


Is the public drifting away from us and fol- 
lowing false prophets? Quackery, to be sure, 
is not peculiar to our generation. It has pre- 
vailed and thrived from the time of Appolonius 
of Tyana down to the days of Dowieism and 
Eddyism, yet I think it is fair to state that 
Charlatanism has never flourished as it does to- 
day in this age of universal education and sup- 
posedly high intellectual idealism. Is it pos- 
sible that we are becoming cold scientists and 
are losing sight of the human element and the 
individual himself?) Further, through careless- 
ness or neglect are we sometimes rendering opin- 
ions and giving immature advice not based on 
available data and obtainable knowledge, per- 
haps subjecting people to unnecessary or ill- 
advised operative procedures which are sure 
later to be a source of disappointment to the in- 
dividual, and to reflect discredit upon ourselves? 

Are we failing to adapt ourselves to the de- 
mands of an inereasingly eritical body politic 
for more thoroughness in examinations and the 
utilization of existing exact methods in diag- 
nosis? We must admit that these demands are 
just and right, and I am sure that there is 
no member of this N. H. Medical Society who 
does not desire and endeavor to render this 
type of service. The field of modern medicine, 


*For List of Officers see Page iii, Advertising Section. 
+Read before the Annual Meeting at New Castle June 22, 1927. 


however, is too broad and the problems, both 
economic and scientific, have become too com- 
plex for any of us to cope with successfully as 
individuals. Regardless of what our personal 
feelings may be, if we, as a profession, wish 
to maintain our prestige with the public and 
merit its respect it is necessary that we lay 
aside our personal and sectional differences, 
stand together as a unit, and through coépera- 
tion work for a higher standard of service to 
our communities. 

It has been found and is recognized in lines 
of business and economics that organization and 
close codperation is an essential to success. Why 
not apply these principles in our profession? 
Our medical society, to be sure, is beautifully 
organized on paper, but do we as members feel 
a personal responsibility to give it more than 
negative support? Are we taking advantage of 
the opportunity for social and professional in- 
tercourse offered by attendance at these annual 
meetings? Are we giving our counsel and ac- 
tive support to the problems of Ethical medicine 
and Public Health, for which this organization 
should be and is the logical sponsor? Until we 
are willing to accept these responsibilities our 
society cannot rise to its greatest potential 
power. 

Our mistakes always outlive our successes, and 
are better advertised, especially by those who 
would profit by them. It is possible and prob- 
able that our errors of omission and commission 
may be, and probably are, a small factor in the 
trend toward quackery, yet the public mind 
seems to be particularly responsive to the most 
fantastic and illogical promises, if they are only 
put in alluring form. However, if we will but 
look back through the history of medicine and 
civilization this mental attitude becomes under. 
standable. 

Primitive medicine was intimately associated 
with mysticism and the supernatural, and inter- 
locked with folk lore. The history of civiliza- 
tion shows that certain beliefs and superstitions 
based on this folk lore have become ingrained 
in humanity through the ages, and persist even 
to the present time. To be sure, we no longer 
believe winds, clouds, storms and earthquakes 
to be the outward and visible signs of malevolent 
Gods and Demons, nor do we offer up sacrifices 
to these evil spirits, but we still carry horse- 
chestnuts in our pockets for rheumatism, wear 
tansy and saffron bags around our necks, and 
adhere to the superstition that handling a toad 
will cause warts, which may be cured by rubbing 
with a stolen bean which is afterward thrown 
down a well. 
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As an illustration that we retain the folk 
medicine of our ancestors allow me to quote 
what Herodotus says about the Babylonians. 
‘‘They bring out their sick to the market place, 
for they have no physicians; then those who 
pass by the sick person confer With him about 
the disease, to discover whether ther themselves 
have been afflicted with the same disease as the 
sick person, or have seen others so afticted; thus 
the passersby confer with him, and idvise him 
to have recourse to the same treatmeit as that 
by which they escaped a similar diseise, or as 
they have known to cure otaers.’’ How often 
do we see modern science discarded for this 
same hotel piazza method of diagnosis aad treat- 
ment. ’Tis true we no longer countenznce the 
surgical methods of Aétius of Amida wlo lived 
in the 6th Century. To remove a foreiga body 
from the throat he was wontto ery out in a 
loud voice:—‘As Jesus Chrit drew Lazarus 
from the grave, and Jonah ot of the Whale. 
thus Blaisius, the martyr andservant of God, 
commands, ‘Bone come up or g down.’ ”’ This 
sounds ludicrous, but it is ceminly as logical 
and efficacious as the methods 0 the satellites cf 
Mrs. Eddy or Coué. 

The claims of the Mechano-thapists, particu- 
larly the chiropractors, also, ardhardly less ex- 
travagant than the belief of thearly Babylon- 
ians as handed down in the Tahud. They be- 
lieved that there was a bone wich was sup- 
posed to be somewhere between ie base of the 
skull and the coecyx, and which ey designated 
as Luz. This bone was regard¢ as the inde- 
structible nucleus from which tk body was to 
be raised from the dead at thresurrection. 
Mr. Palmer claims little short othe resurrec- 
tion. 

The effect of these therapeutiguperstitions 
and the actual cure of disease thugh the in- 
fluence of the mind on the bodys, however, 
a matter that can be approached ‘no derisive 
spirit. We may call it Emotionaln, but it is 
real. Oliver Wendell Holmes say‘‘There is 
nothing men will not do, there 1s thing they 
have not done to recover their hea and save 
their lives; they have submitted) be half 
drowned in water, and half chokedith gases, 
to be buried up to their chins in ‘th, to be 
seared with hot irons like galley Ses, to be 
erimped with knives like codfish, to allow all 
sorts of abominations, and to pay - all this 
as if to be singed and scalded were a tly priv- 
ilege; as if blisters were a blessing ¢ leeches 
a luxury. What more can be askeg prove 
their sincerity ?’’ 

We may say that quackery never ed dis- 
ease, but there is abundant evidence, ] most 
of us have personal knowledge of this, t many 
people have gotten well with no othtreat- 
ment. Without doubt Nature cures, dis- 
ease while the treatment amuses the pat, but 


to the untrained mind accidentals are ly to 
be confused with essentials. ‘‘To folaedi- 


cine,’’? says Albutt, ‘‘doubt is unknown; it 
brings the peace of security.’’ 


Only recently has our profession begun to dis- 


card the mantle of secrecy and to spread abroad 
the truth in all matters concerning the public 
health. This program is already beginning to 
bear fruit, and I look forward with hope to 
the time when, through a universal application 
of this powerful agency of publicity, a more per- 
fect understanding and confidence will exist be- 
tween our profession and the laity. 


Are we, as a profession, in New Hampshire 


sitting back complacently and letting the world 
go by? We must all admit that in the last 
decade revolutionary changes have taken place 
in methods of merchandising. The art of pre- 
senting the merits of different commodities to 
the public in a perfectly honest and yet very at- 
tractive way has developed into a highly spe- 
cialized science. 
demonstrated by the ever-increasing vast sums 
that are being directly and indirectly devoted 
to this purpose. 


The success of this Art is 


The people more than ever before are sus- 


ceptible to mental suggestion and eagerly grasp 
that which is put before them attractively and 
logically, either in newspapers, in form of news 
or advertisements, broadcasted over the radio, 
or through other avenues of approach. 


Never has the medical profession been on a 


firmer scientific basis to render intelligent serv- 
ice than at the present time. 
modity to offer which is infinitely more valuable 
than all the material things which are so at- 
tractively advertised as indispensable to the Am- 
erican home :—Health. 


We have a com- 


Is it heresy and a defamation of our profes- 


sional ideals to suggest that it may be time to 
break down the wall of silence that has so long 
surrounded us, and to present to the people of 
our State through publicity the facts concern- 
ing public health, preventive medicine, the dan- 
ger signals of disease and the importance of 
early rational and intelligent treatment. I, per- 
sonally, cannot see how a course of this sort 
could be termed exploitation or be beneath the 
dignity of our profession. 


I also believe that publicity along these lines 


would do much to counteract the lurid advertise- 
ments of Quacks and pave the way for success- 
ful Legislation. 


The basis of the Armamentarium of the quack 


has always been mental suggestion or Psycho- 
therapy; a science long recognized in medicine, 
but little understood and seldom applied by 
too many of us. 


Charcot recognized the power of mind over 


the body when he said, ‘‘The best inspirer of 
hope is the best Physician.’’ This is as true to- 
day as then. We are neglecting a golden oppor- 
tunity by not combining to a greater extent 
Psycho-therapy and the doctrine of hope, with 
modern science, instead of leaving it to the 
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charlatan to combine it with chicanery and 
fraud. 

Many things of importance to our society have 
transpired during the last year. Experiments 
have been tried with apparent success which if 
continued hold great promise for the future. 
Progress has been made on the solution of prob- 
lems which are of fundamental importance to 
the whole profession in N. H. A new organiza- 
tion has had its birth which, even in its intaney, 
gives evidence of becoming a very powerful 
agent for the betterment of social and protes- 
sional conditions in our society and State. 

Our charter, constitution, and bylaws have 
been carefully studied and amended so that they 
are consistent with the present needs of the so- 
ciety and still retain their value as historic docu- 
ments. This work has been accomplished at the 
expense of a vast amount of time and thought 
on the part of the committee. For its painstak- 
ing and successful efforts this committee de- 
serves great credit, and merits the unanimous 
approval of this body. 

At a meeting of the House of Delegates last 
year it was voted on the motion of Dr. Clow of 
Wolfeboro, that a committee on medical educa- 
tion and the distribution of physicians in N. H. 
be appointed by the President to look into this 
matter and bring in recommendations. As read 
this seems like a small and routine procedure. 
As a matter of fact, however, it is a subject of 
the utmost importance and is vital to the in- 
terests of each one of us and to all of the people 
of our State, especially those who live in our 
rural communities. It has been pointed out by 
Dr. Fred Lord, and it is a matter of common 
knowledge to many of vou, that many of our 
country towns and rural districts are without 
medical practitioners, and that the average age 
of those physicians who are practicing in the 
country is on the shady side of 50. There are 
no young men coming in to take their places. 
The solution of this problem is very complex 
and no small part of it depends on a revision of 
our present theories of medical education. 1 
hold no brief for the fly-by-night medical mill 
with its grist of half-educated graduates, but I 
do believe that we must get away from the idea 
of turning out scientific specialists exclusively 
from highly developed and centralized schools, 
and evolve some plan for educating young men 
at a reasonable expense, well grounded in the 
fundamentals of the science of medicine, and 
trained clinically under men who know the art 
as well as the science of treating the sick. That 
young men ean be satisfactorily educated and 
trained at the smaller schools as they were at 
Bowdoin, and are at the University of Vermont 
Medical School, and our own Dartmouth has 
been successfully demonstrated, and one has 
only to look at the produets of these schools 
to see the quality of the work turned out. 

In a report of the Committee on Education of 


— 


Dr. Painter of Boston, at a meeting of the Exe- 
cutive Council, the advisability of the present 
day highly irtensive training seemed to be 
questioned. This committee also seemed to sec 
a direct relaionship between it and the un- 
equal distribation of doctors, which seems to 
be almost as alarming in Massachusetts as in 
New Hamyshire. This committee which has 
been appoited in N. H. is composed of men 
who are thoroughly aroused to the seriousness 
of the sitvation, and have given their time and 
best thouzht to it. They merit your hearty 
support wd I urge you to give their reeommen- 
dations your careful consideration. 

Last February, on the invitation of our See- 
retary, 1 conferente of the secretaries of all of 
the County Societes was held at Concord. The 
purpos of this onference was to discuss the 
problens of the #veral societies, and to evolve 
some plan or plas to increase the interest in 
these organizatios, and to promote social and 
professional intecourse between the members. 


There was mvh enthusiasm on the part of 
those present ovr the result of this conference 
and it was votecto make this meeting a perma- 
nent annual affir. I believe an annual econ- 
ference of this Ind is a distinet step toward the 
closer amalgamfion of our county units, and 
should be encowged in every way. 

During this reting it was suggested that the 
custom be institted at the county meetings of an 
exchange of pars, based on personal work, by 
men from the der counties of the State. It was 
felt that this étom would bring us into closer 
touch with threpresentative men throughout 
the State, and ould increase the respect for the 
work that is 2ing done by the profession of 
New Hampsle. This experiment was tried 
at the last mang in Hillsborough County with 
results whiclWere extremely gratifying to all 
those present I am sure the experiment will 
now become custom in this county, and hope 
that it will»read to all of the units of our 
State. | 

During t}past year an advisory body has 
been formedi New England composed of rep- 
resentativeyx'om several States. It has been 
named the England Medical Council, Its 
aims and yposes are the discussion and pos- 
sible soluti Of the medical problems common 
to these StS. It is analogous to the New Eng- 
land Cout Which has done such wonderful 
work in tfield of business and economics. 

This b¢ has received the enthusiastic ap- 
proval of€ executive bodies of all of the State 
Societies nd with their continued support 
promises be a most valuable means of making 
the praé of medicine in New England more 
stable a Unified than ever before. 

At tlast meeting of this Council the mat- 
ter of practice suits and medical defense was 
fully ‘ussed and recommendations made 
based the experience of the several States. 


the Massachusetts Medical Society, presented by 


These ommendations have been submitted to 
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our House of Delegates for consideration and 
action. These recommendations are based on 
actual experience and not on theory. If they 
are approved and receive the active codperation 
of every member of this society, I believe the 
day is not many years distant when medical liti- 
gation will disappear from our courts, as it has 
already nearly disappeared from the courts of 
Maine and Connecticut. Then, and only then, 
will we be able to obtain the reasonable insur- 
ance rates which are given members of medical 
societies of those States. 

During the last year, the State unit of the 
Woman’s Auxiliary to the A. M. A. has been 
organized in all of the counties, and is now in 
a position to expand and fulfill its aims. Five 
years ago this national body was founded with 
the purpose of furthering all matters pertain- 
ing to public health, promoting closer social re- 
lations between physicians, and aiding in seeur- 
ing better medical legislation. It was not 
started as an independent organization, but, as 
the name implies, is auxiliary to and coépera- 
tive with the parent organization—the A. M. A. 

Since its birth five years ago twenty-seven 
States have been organized with a membership 
mounting into the tens of thousands. These 
women have already done a wonderful work, 
especially in the West and South, and their 
organization bids fair to become one of the 
dominating faetors in the medical life of this 
country. To the medical profession of New 
England, and especially of New Hampshire, the 
Woman’s Auxiliary offers a very logical and 
strong point of contact between the profession 
and the people, and may be made a powerful 
factor in moulding public opinion in all matters 
pertaining to ethical medicine. This newly or- 
ganized New Hampshire unit deserves our 
whole-hearted support and codperation. 

There is one more matter which I would like 
to bring forward for your consideration. | 
think you will agree with me that our influence 
in guiding the course of events politically is 
very small. Is it because of too much individ- 
ualism and too little codperation? Have not 
the members of the profession of New Hamp- 
shire, as a body, always been too absorbed in 
their own personal affairs to be actively inter- 
ested in the broader problems of our State? 
Until we can get together and present a solid 
front can we hope to make our influence felt 
and our opinions respected ? 

A bill has been drafted by Dr. Woodward 
of the Legal Department of the A. M. A. which 
has been called the Basie Science bill. Briefly 
this bill states that all persons desiring to prac- 
tice the ‘‘Healing Art’’ shall be required to 
pass an examination in the so-called basic 
sciences; viz: Anatomy, Physiology, Chemistry, 
ete. This bill has already become a law in sev- 
eral States, and is similar to the Single Standard 
Law in Massachusetts. This bill is entirely 
worthy of our approval and should receive the 


unanimous and active support of this society. 

On the 4th day of May, 1791, a small group 
of men gathered together at Exeter. Serious- 
minded men, possessed of high ideals, whose 
i had been dedicated to the service of man- 
cin 

Josiah Bartlett, Joshua Brackett, Hall Jack- 
son, Nathaniel Peabody, John Rogers, Ebenezer 
Rockwood, William Cogswell, William Parker, 
Jr., Benjamin Page, and Isaac Thom. 

These are names to conjure with; names so 
closely interwoven with the professional, polit- 
ical, and civie development of our State that 
to erase them would be to destroy the entire 
fabrie. 

On such a foundation was our Medieal So- 
ciety builded. 

These worthy gentlemen were of the Old 
School. Lister had not yet given to the world 
his epoech-making discovery that changed, al- 
most over night, the hospital wards from 
charnel houses to havens of refuge and hope. 
The miracle which was performed under the 
Bulfinch dome of the old Massachusetts General 
Hospital was not vet even a dream, and modern 
Laboratories and instruments of precision, to 
them, would have seemed like Aladdin’s lamp. 

They were keen observers and students of 
human nature and emotion. With scientifie lim- 
itations almost unbelievable today, they retained 
the universal unswerving confidence of their 
communities and were regarded with a reverence 
little less than Deity. They had, to a high de- 
eree, that which is possessed by few of the pres- 
ent generation, one of the things which has un- 
fortunately been displaced by modern science 
and almost forgotten—The true Art of Medicine. 
Not Psycho-therapy. Not Mental Suggestion, 
but an Indefinable Something, like the Eternal 
Flame which brings warmth, hope, and comfort 
to all within its radius. 

In our pursuit of Science and Truth let us 
not forget the glorious heritage left to us by 
these men. 

It may not be given to many of us to sit 
with the Gods on Olympus, but each and every 
one of us can perform the task allotted to him 
honestly, conscientiously, and with unselfishness, — 
and by so doing, see the beauty in this service ; 
Beauty of Service like that exemplified by Celia 
Thaxter, the beloved poetess of our own wind- 
swept Isles, when she wrote: 


“IT lit the lamps in the lighthouse tower, 

For the sun dropped down and the day was dead; 
They shone like a glorious, clustered flower, 

Two golden and five red.” 
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CO-OPERATION BETWEEN THE FAMILY PHYSICIAN AND THE 
CONSULTANT* 


BY DANIEL FISKE JONES, M.D., F.A.C.S. 


HIS is a time of big business, of codperation 

in various branches of industry to make bet- 
ter and cheaper goods to compete with those of 
other countries. In medicine we have made only 
feeble attempts, as in various private clinics 
which have changed the course of events some- 
what but have made no great impression. The 
great bulk of the medical profession is not well 
organized to care for the individual patient. It 
is true we have yarious organizations such as the 
American Medical Association and its State 
branches, but there is a great lack of cooperation 
between the family physician and those who ean 
be of assistance to him and his patients. 

Why should there be codperation between the 
family physician and the so-called specialists? 

(1) First and most important it would be for 
the benefit of the patient. 

(2) It would help to prevent the increase of 
the various medical eults which are now gaining 
ground so rapidly. ; 

(3) It would make the formation of many pri- 
vate clinics unnecessary. 

(4) It would prevent many patients, who are 
able to pay, from going to the non-pay hospital 
elinies. 

(5) It would make a better feeling, between 
the family physician and the so-called specialist. 


The consultant or specialist is, I believe, a 
necessary evil, if you so consider him, for the 
people must be cared for and be given the bene- 
fit, so far as possible, of all our present medical 
knowledge. That knowledge should not be for 
the benefit of those who live in the large cities 
only, but should be for the benefit of all com- 
munities. It is, we believe, an impossibility for 
the general practitioner to keep up with the 
progress in diagnosis and treatment of all dis- 
eases. We must, therefore, have some system 
whereby all may get the benefit of those who are 
working along special lines. If we take the self- 
ish point of view and consider ourselves alone 
we must put our house in order from within or 
it will be done from without by the laity and the 
medical cults. I do not know what inroads the 
chiropractors and osteopaths are making in New 
Hampshire but I do know that in the Middle 
West the cults are becoming real problems. And 
to come nearer home, the Massachusetts Legisla- 
ture nearly passed a bill establishing a separate 
board of registration for chiropractors last win- 
ter. And this bill was urged by many of the 
laity; among them such prominent men as Al- 
fred Stearns, head master of Andover Academy, 
who wrote an open letter urging the passage of 
this bill. These cults are gaining ground not 


*Read at the Annual Meeting of the New Hampshire Medical 
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simply because the laity want something new 
but because they are not getting what they want 
from the medical profession. In answer to a let- 
ter written to Mr. Stearns, protesting against his 
attitude, he replied that his secretary, his sister 
and other friends had first been treated by regu- 
lar practitioners who had accomplished nothing. 
They therefore went to the chiropractor who 
cured them. 


Within the last year many cases have been re- 
ferred to me by osteopaths and chiropractors for 
serious diseases of which medical men could have 
made a diagnosis, at least with the aid of consult- 
ants, and yet nothing had been done for them. 
The osteopaths and chiropractors had recognized 
at once that there was something seriously wrong 
with the patient even though they could not 
make a diagnosis. These physicians who neg- 
lected to make a diagnosis and lost their pa- 
tients were all within easy reach of consultants 
in Boston. 


If we are to keep out the cults we must do it 
by better work than they are doing, by giving the 
patients what they need; that is, we must have 
cooperation for the benefit of the patient. Curses 
and disparagement will never prevent the 
growth of these cults. We must remember that 
the laity are still suspicious of the medical pro- 
fession even though they cover it up better than 
they used to, and still feel that we are too nar- 
row-minded to look into the varions eults or to 
admit they are of any value when they, the laity, 
‘‘know how wonderful they are’’. 

Codperation would make many so-called pri- 
vate clinics unnecessary, for the distances in 
New England are not great and patients can get 
to various hospital centers quite easily. Whether 
the private clinic is good or bad is a question 
which we cannot go into here. Probably the 
most irritating condition to the family physician 
is the non-pay hospital clinic. It is true that 
there are many abuses but it will always be diffi- 
cult to prevent these abuses entirely. It should 
be understood, however, that many patients take 
advantage of these clinics because they do not 
know what else to do and the family physician 
does nothing toward helping them solve their 
problems. The family physician should be wide 
awake to the needs of his patient for advice and 
should not wait until the patient goes off to these 
clinics without asking his advice. 

If a proper understanding of the value of co- 
Operation could be brought about there would be 
a better feeling between the practitioner and the 
specialist. It is my belief that the family phy- 
Sician is the most abused and overworked man in 
the profession, and I believe that the medical 
and surgical specialists appreciate his position 
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more than any other group of people. The laity 
while fairly well informed on medical subject: 
at the present time, still have no mercy on th: 
family physician because he does not knov 
everything. He is supposed to know medicing, 
surgery, and obstetrics, and is expected to be 
able to make a diagnosis of the most unusual and 
difficult diseases. While he must know a great 
deal about obstetrics I believe that his greatet 
difficulty lies in determining what to do abouat 
the acute abdominal conditions and cancer. [n 
these groups one will find the great majority of 
preventable deaths. The most important of these 
conditions are the acute abdominal diseases, suzh 
as extra-uterine pregnancy, perforation of a hol- 
low viscus, intestinal obstruction, acute appendi- 
citis, acute cholecystitis and many others. How 
is it, possible for the practitioner to make a eor- 
rect diagnosis in these conditions when it is made 
go evident in all papers upon these subjects that 
diagnosis is often very difficult or impossible 
even to the specialist? I believe that the family 
physician should not be expected to make a diig- 
nosis but, as I have said in many papers, he 
should be required to know only that there is 
something serious enough to demand a consu!ta- 
tion with somebody who has had more experience 
in such conditions than he. It is the same prob- 
lem in cases of malignant disease. The family 
physician should not be expected to make a cor- 
rect diagnosis but should know that there are 
suggestive signs or symptoms which demend 
further investigation. At least the patient 1as 
a right to expect that the practitioner would not 
treat a patient with typical symptoms of malig- 
nant disease of the colon without seeing the pa- 
tient for two months, and then by diarrhoea mix- 
tures for four months more without either a 
rectal examination or asking for help in making 
a diagnosis, as was done in a recent ease. It is 
such treatment as this that drives the patient to 
the chiropractor, as happened in several cases 
which were referred to me during the last year. 
I will admit that the family physician has not 
had much reason for taking particular interest 
in the acute abdominal eases, for the surgeon 
does in most cases give the patient and every- 
body concerned the impression that he, by his 
operation, has performed a wonderful feat and 
eured the patient, while as a matter of fact the 
only possible way to obtain good results in aeute 
abdominal conditions or in malignant disease is 
by receiving the patient early in the course of 
the disease from the family physician. When a 
good result is obtained, therefore, by early opera- 
tion it is the family physician who should be 
given the credit rather than the surgeon. 

When we consider all the laboratory tests and 
the various complicated examinations which 
must be made on many of these patients, how 
can the family physician give them their proper 
value even if he can have the tests made? ‘To 
give each test its proper value is one of the most 
difficult tasks that the consultant has at the pres- 


ent time. Not only must these tests and exami- 
nations be given their proper value in relation 
to all the other information we have about a pa- 
tient, but in order to put any dependence upon 
them at all we must know that there are many 
inaceuracies, especially in chemical tests, and 
that the inaccuracies vary very much with the 
individual who does them, and the value of 
chemical tests performed by technicians without 
proper supervision is practically nil, in fact, 
they often do much harm. 

Before we can know the value of our X-ray 
examinations we must know the percentage of 
accuracy in that particular condition and we 
must know the accuracy of the roentgenologist 
who takes the plates. We must also have some 
experience in interpreting these plates ourselves 
in order to check up the roentgenologist as much 
as possible. As an example, one of our best 
known roentgenologists reported definitely to a 
family physician that his patient had a duodenal 
uleer and chronic appendicitis. When going 
over the plates with the roentgenologist he stated 
that a small defect in the duodenum might be 
an ulcer if the clinical history was very definite. 
And when asked why he made a diagnosis of 
chronie appendicitis he simply said: ‘‘I cannot 
see the appendix and she probably has chronic _ 
appendicitis. ’’ 

Two cases within a short space of time show 
the difficulties the surgeon has with the roent- 
genologist. A case was reported as chronic ap- 
pendicitis which proved to be a carcinoma of the 
hepatic flexure. Another was reported as a 
chronic cholecystitis which proved to be a carci- 
noma of the recto-sigmoid junction. How is it 
possible for the practitioner to have sufficient 
experience to know what value to give these re- 
ports when made even by the best roentgenolo- 
vist? The only possible way to make a diagnosis 
is to know the history, to consider the physical 
examination and to give all laboratory and X-ray 
work its proper value. Don’t blame the roent- 
venologist, for he gives you the information as he 
sees it on the plate. it is for you to supply the 
rest, and how is it possible for a family physi- 
cian to do it without extensive experience? or 
the laity to expect the physician to be able to 
make proper use of all the modern methods of 
examination seems to show a lack of appreciation 
of the methods of modern diagnosis, and it 
should be our duty to teach the laity about these 
difficulties. 

As an example of the lack of consideration of 
patients for the family physician and his ability 
to diagnose unusual and complicated diseases, 
we have a patient at the present time with a’dis- 
ease which is comparatively rare and difficult to 
diagnosticate. The family physician, instead of 
saying he did not know what the condition was 
and advising the patient to go to a medical cen- 
ter, made several different diagnoses and finally 
ealled in as a consultant another family physi- 
cian. But as neither had ever seen a case of the 
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kind before, they were naturally very indefinite | Then there is the man who starts out with the in- 


in their statements to the patient. The patient’ 
had an X-ray taken on his own account and as 
this seemed to prove that his family physician 
had made a wrong diagnosis he became susp1- 
cious and left this physician for a medical center. 
It was discovered after a diagnosis had been 
made and an operation done that the patient 
considered that the family physician had made a 
great mistake and that he was not treated prop- 
erly. This patient, a business man and _politi- 
cian, should have had more consideration for the 
family physician because, as I see it, the only 
error made was in asking a friend, who had had 
no different experience from his own, to see the 
patient in consultation, when with such a com- 
plicated disease he should have senf him to a con- 
sultant. 

Here is where we probably differ. You are 
probably saying to yourselves that I am assum- 
ing that the specialist knows more than the phy- 
sician. There you are wrong. I am simply as- 
suming that the specialist should know more 
about his particular subject than the physician 
who has to know something about so many dis- 
eases. It is my belief that many practitioners 
would make better specialists than those who are 
specialists. It is simply a question of what a 
human being can do or know. If the practitioner 
ean know as much about a special subject as 
those who give all their time to it, surely the 
world is upside down and the family physician 
should do the consulting and the specialist 
should become the general practitioner or be put 
out of medicine entirely. 

How is better co-operation to be brought about ? 
This is a difficult question to answer, but I be- 
lieve it must be done very largely by the practi- 
tioner who must make every effort to do the best 
for his patient. The machinery is already to 
work ; it is only necessary for the practitioner to 
use if, 

Let us consider for a moment some of the rea- 
sons why the machinery does not work. The 
family physician should be the adviser to his pa- 
tients in regard to consultants as well as diseases 
and in order to do this intelligently he should 
Visit at intervals the neighboring hospital center 
which will take care of the great bulk of his 
cases, and also the larger ‘hospital centers where 
is more complicated eases will be looked after. 
The men in these various centers and the facili- 
ties which they have should be known to the 
practitioner in order that he may properly se- 
lect men for the various types of disease. This 
is necessary for the reason that in the city we 
have many types of so-called specialists. There 
is the general practitioner who lives in the city 
and assumes, for the benefit of those who come 
from out of town, that he is a consultant. An- 


other type is the man who does a general prae- 
tice In a suburb and decides that he will become 
a consultant and opens an office in the city 


where he is present on certain days of the week. | 


tention of becoming a consultant and while pre. 
paring himself for this work does a general prac. 
tice. This man is a legitimate type of consult- 
ant. In addition to that there are men who have 
had hospital training and who have given their 
whole time to special lines of work and are there- 
fore qualified to call themselves specialists or 
eonsultants. It will be seen that the patient 
vill be getting very little more than he could 
have received from his own physician if he comes 
in contact with the first two varieties of special- 
ists. Those who have not the time or inclination 
to learn what they can about the various consult- 
ents can easily overcome this handicap by mak- 
ing one man, whom he may choose in the city, his 
adviser in regard to consultants. If this man is 
fair and honest probably the best results will be 
obtained in this way. 

At the present time there is a type of consult- 
ait ‘to be found in the city who has all the facili- 
tis for making various tests and examinations. 
These tests and examinations are so numerous 
aid so complicated that he is able to send the 
results of those examinations to the family phy- 
sician but he is unable to put all the information 
together and give the patient a diagnosis. We 
must be careful that we are not using the X-ray 
and the various laboratory tests simply to im- 
press people, as was the ease in the use of the old 
v ass dise electrical machine until quite recently. 

As an example, a patient recently came to me 
with an advanced and hopeless carcinoma of the 
cervix. The so-called specialist to whom she 
went sent reports of everything that could pos- 
s bly be done in the way of chemical and X-ray 
examinations. There were many sheets covered 
with figures and reports. Among other things 
taey discussed the question as to whether the pa- 
tient should be operated upon because of a slight- 
ly increased metabolism. There was absolutely 
nothing that could be done for the patient. While 
radium was used there was little or no hope of 
accomplishing anything. 

Another specialist on gastro-intestinal disease 
sent a patient for removal of a chronic appendix 
because the roentgenologist had made that diag- 
nosis. The history and physical examination 
alone made carcinoma of the colon a perfectly 
definite diagnosis. 


Another type of consultant who is bad anil 
who does harm to the physician and the patient 
is the incompetent surgeon. There are many 
types of incompetent surgeons. They do not all 
lose their patients for many of them are quite 
capable of operating and having their patients 
recover well. It is the incompetent surgeon who 
does not make a diagnosis or who is not compe- 
tent to carry out the necessary operation when 
he gets into the operation who does harm. A re- 
cent case of this type was one of carcinoma of the 
colon. The patient had been operated upon a 
year before and pronounced inoperable. At the 
end of a year the patient became dissatisfied and 
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went to a large hospital where the growth was 
easily removed. In a recent case a surgeon who 
admitted he did not do amputations of the breast 
removed a malignant nodule and waited ten days 
before referring her to a surgeon. This was not 
an immediate death but it is sure to cause the 
death of the patient earlier than a proper pri- 
mary operation. There is another type of con- 
sultant who does great harm; that is the medical 
consultant who makes a diagnosis usually the 
same on practically all his patients without any 
effort to determine the real cause of the condi- 
tion. There is a medical consultant who always 
treats his patients for indigestion without any 
effort to determine whether the patient has uleer, 
gall stones, or cancer. There is another who al- 
ways takes an X-ray and finds a sharp kink at 
the splenic or hepatic flexures or finds an open 
ileo-ceeal valve. 


There is one habit consultants have for which 
they have been much blamed by the family phy- 
sician, but I cannot quite see it from their point 
of view. I have been told by family physicians 
that one of the worst things a consultant can do 
is to send a patient to another consultant with- 
out first getting the consent of the family physi- 
cian. The reason I doubt the soundness of this 
complaint is that the first consultant should have 
the privilege of sending the patient to any con- 
sultant he thinks can be of special benefit to him, 
that is to the patient. Many times it would de- 
lay the patient tremendously to have to refer to 
the family physician before getting another 
opinion, and it means a loss of continuity which 
is a detriment to the patient. In the great ma- 
jority of cases, at least, I feel that the family 
physician should leave his patient in the hands 
of the consultant to whom he first sends him. 

These are some of the types of consultants and 
specialists from whom you suffer. As to the 
other side of the picture, many times surgical 
consultants are asked to see patients not as con- 
sultants but as technicians. This is putting the 
surgeon in an uneomfortable position for few 
surgeons would remain surgeons if they were to 
be simply technicians. This condition is brought 
about by the family physician asking the surgeon 
to operate for this or that disease, and in order 
to please the family he has told them that the 
surgeon is to operate for a certain disease. The 
surgeon is, or should be, the one individual to 
determine what should be done for he should be 
the best judge as to what surgery can do for the 
condition present. This, as you can see, is the 
cause of many unnecessary operations. Co-opera- 
tion in this case can best be accomplished if the 
family physician will consider the surgeon, first 
as a consultant and, second, as an operating sur- 
geon. ‘To have an operation planned and settled 
in the minds of the family and patient puts a 
heavy strain upon the surgeon if he does not see 
the case in the same light as does the family phy- 
sician. While the older surgeon may not feel 
the responsibility too much, the younger man is 


[far from the surgeon. 


often pushed into an operation much against his 
better judgment. 

In a recent case a young boy was seen with 
what was supposed to be an appendix, but as the 
diagnosis could not be confirmed an effort was 
made to avoid operation. It was suggested that 
the boy had a cold, but the physician put this 
aside by saying it would do no harm to operate 
under such conditions as he had operated upon 
two eases of pneumonia without doing harm. 
Operation was put off and in twenty-four hours 
tthe boy developed a case of measles. 


Another serious problem is the demand of pa- 
tients and certain physicians that serious opera- 
tions shall be done at home, or near home, and 
This is putting a very 
serious handicap upon many patients, for it ean 
easily be shown that in many operations the dif- 
ference in mortality between cases operated upon 
at a distance from the surgeon and away from 
his immediate care runs up as high as ten per 
eent. In a recent case a family physician de- 
manded that I operate upon a carcinoma of the 
sigmoid 125 miles from Boston. I felt sure that 
the mortality of the operation done there would 
be at least ten per cent. higher than if done 
where the after-care could be under my own 
supervision. We appreciate that this is taking 
patients away from you. But is it fair to the 
patients to have them operated upon under such 
a handicap ? 

There is a great lack of co-operation between 
the consultant and the family physician in cases 
which do not require immediate operation. Care- 
ful observation by the family physician and fre- 
quent consultation with the surgeon with every 
effort on his part to control the patient, would 
often lead to a diagnosis and proper treatment 
which could not otherwise be brought about. It 
is often impossible to make an accurate diagnosis 
at one visit and often surgeons are led to operate 
after one visit because they appreciate that once 
the patient leaves his office there will be no fur- 
ther contact with the patient. The surest way to 
accomplish something for the patient is for both 
the physician and surgeon to work together, each 
helping the other to the best of his ability and 
entirely for the good of the patient. The patient 
rarely loses by such a combination. If no head- 
way can be made, then other consultants can be 
called in and the information gained up to that 
point can be transferred much to the benefit of 
the patient in many eases. It is the habit of 
patients these days to go from one consultant to 
another without taking any information obtained 
by the previous consultant, much to the detri- 
ment of the patient. 

It will be seen from the above statements, I 
am sure, that it is of the greatest importance for 
the family physician and consultant to work in 
harmony, and to work with rather than against 
each other. It will, I think, be seen that it is of 
the greatest importance to have a consultant who 
can be depended upon, not alone for a particular 
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patient but as an adviser in regard to other con- 
sultants. At least it is true for those who live 
far from hospital centers and those who rarely 
visit those centers. 
Much has been said on the side of the family 
physician and very little on the side of the con- 
sultant heretofore. There are, we believe, faults 
on both sides but all could be cleared up by a 
reasonable consideration for each other, and 


what is more important a reasonable considera- 
tion for the patient. We must work together to 
improve matters and do better work for our pa- 


tients, or the medical cults will be invading New 
England as they have in many places, and the 
regular medical man will find himself looking 
for the patients who have deserted him for the 
chiropractor. 


PUBLIC HEALTH ADMINISTRATION IN NEW HAMPSHIRE 
BY JAMES A. TOBEY, LL.B., DR.P.H. 


EW HAMPSHIRE is especially notable for 

the long and secure tenure of office of the 
personnel connected with the state health organi- 
zation. In the forty-five years of the existence 
of the state board of health, there have been only 
two executives and only two presidents of the 
board. The first secretary held office from 1881 
to 1918, when he was succeeded by the present 
incumbent. The president of the board, who is 
an engineer, has been a member for over thirty 
years and president since 1ly14. The president 
whom he succeeded had been in office for thirty- 
two years. Other members and employees have 
also had long terms of service, the present seecre- 
tary, for instance, having been connected with 
the department for a number of years before he 
succeeded to the office. 


HISTORY AND DEVELOPMENT 


Due largely to the efforts of Dr. Granville P. 
Conn a law creating a state board of health was 
approved on August 16, 1881'. As was usually 
the case in the New England States, there were 
already local health officers, such officials having 
been appointed as early as 1842. A comprehen- 
sive system of local health administration was 
not, however, adopted by the state until 1897. 
A state laboratory of hygiene under the state 
board of health, was established in 1901. 

Although new duties have been added to the 
functions of the state board of health from time 
to time the legislature has never altered its orig- 
inal composition nor the powers set up in 1881. 
In fact, the only law dealing with such matters 
since that time was an act of 1913 (Chapter 29) 
providing a seal for the state board of health. 
New Hampshire was one of the original states 
in the Federal death registration area, estab- 
lished in 1900, and in the birth registration area, 
established in 1900, and in the birth registration 
area of 1915. Dr. C. V. Chapin awarded the 
state 320 points out of a possible 1000 in his rat- 
ing of state health work in 1914, New Hamp- 
shire ranking 19th in the 48 states. He wrote 
that ‘“‘the New Hampshire department of health 
has been managed in a conservative manner but 
nevertheless has done much good?2”’, 


PRESENT ORGANIZATION 


The state board of health consists of the gov- 
ernor and attorney general as ex-officio mem- 
bers, three physicians, and one civil engineer. 
The last four members are appointed by the gov- 


ernor, with the advice of his council, for terms 


of tour years, so arranged that two terms ex- 
pire every two years. The board receives ex- 
penses, but no compensation. 

The board chooses its own president and ap- 
points a secretary who holds office at its pleas- 
ure. The engineer member has been president 
of the board for the last thirteen years. The 
secretary is executive and is required by law to 
be a physician. He may be a member of the 
board. The salary of the secretary is fixed by 
law. 

For the fiseal year ending June 30, 1928, the 
board received an appropriation of $59,288. 


POWERS OF THE DEPARTMENT 


The general powers of the state board of 
health are given in the law of 1891 as follows :— 

They shall take cognizance of the interests of health 
and life among the people; shall make sanitary inves- 
tigations and inquiries concerning the causes of epi- 
demics and other diseases, the sources of mortality, 
and the effects of localities, employments, conditions, 
and circumstances on the public health; shall advise 
and assist town health officers in making investiga- 
tions into sanitary matters in their towns; and shall 
take measures to diffuse among the people such infor- 
mation on the subjects above named as may be useful. 
They shall make such additions to or modifications of 
the rules and regulations established by town health 
officers as the public good requires. 


Other more specific powers and duties may be 
summarized as follows: 

1. Rules and regulations: While the board 
does not have general power to make regulation’, 
various laws have from time to time given spe- 
cifie power to make regulations concerning such 
subjects as nuisances, quarantine, publie water 
supplies, medical inspection of schools, common 
drinking cups, and towels, disease control in un- 
incorporated localities, occupational diseases. 
venereal diseases, and foods and drugs. 

2. Vital statistics: The board has complete 
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supervision over the collection and compilation 
of vital statistics. 

3. Foods and drugs: The board enforces the 
food and drug laws of the state. 

4. Laboratory: The board maintains the 
laboratory of Hygiene, where free examinations 
are made. 

5. Sanitation: The board is authorized to 
employ sanitary inspectors to investigate local 
sanitary conditions in conjunction with and 
upon request of local boards of health and in 
cases where expert advice is deemed necessary 
by the state board of health. 

6. Tuberculosis: This disease must be re- 
ported direct to the state board of health, which 
makes laboratory diagnoses and takes steps to 
control it. 

7. Quarantine: The board may establish 
quarantine to prevent the spread of epidemic 
diseases from without the state. 

8. Water: The board has original jurisdic- 
tion over waters used for domestic purposes, and 
also approves plans for water supply systems. 

9. Schools: The board is required to in. 
vestigate sanitary conditions of schools. 

10. Local administration: Local health offi- 
cials must make current reports to the state 
board. The board appoints health officers for 
towns, on recommendation of the selectmen. 

11. Venereal diseases: The board is au- 
thorized to examine, detain, quarantine, and 
treat any person reasonably suspected of ex- 
posure to venereal disease. 


ADMINISTRATIVE ARRANGEMENT 


Under the direction of the secretary there are 
the following divisions of the state board of 
health: 

Division of Chemistry and Sanitation. 

Division of Epidemiology and Venereal Dis- 
eases, 

Division of Maternity, Infaney and Child 
Hygiene. 


Division of Pathology and Pathological Bac- 


teriology. 

The secretary is registrar of vital statistics. 
There is also a bacteriological laboratory at Han- 
over. 

The Division of Chemistry and Sanitation has 
charge of water supplies, sanitary engineering. 
inspections, summer camps, foods and drugs. 
milk, and miscellaneous activities. The chief 
of this division, who is the board’s chemist, is 
also required to make toxicological and other 
examinations in criminal matters, under the 
medical referee law. 

The Division of Venereal Diseases enforces 
the venereal disease law and conducts general 
educational activities against these diseases. 

The Division of Maternity, Infaney and Child 
Hygiene is also the Division of Public Health 
Nursing. It conducts educational work and ad 


ministers the Federal Maternity and Infancy 
Act, which has been accepted by the state. 

The Bacteriological or Diagnostic Laboratory 
makes bacteriological, pathological, clinical, and 
serological examinations. The examinations in 
connection with the bacteriology of foods and 
waters are, however, carried out in the labora- 
tory of the chemical division. 
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SMOKE STUDIES 


Smoke in the atmosphere, especially when com- 
bined with mist to produce fog, brings about a very 
great lowering of the daylight. At the present time 
a great loss of light results in large cities from the 
effect of smoke. A study of the decrease of light by 
smoke, now being made by the United States Public 
Health Service in New York City, at the lower end of 
Manhattan Island where the air is very smoky, 
showed an average loss of daylight due to smoke in 
January of 1927, on sunny days, of 42 per cent. at 8 
o’clock in the morning, and of 18 per cent. at noon. 
These amounts of loss of daylight decreased, as the 
year advanced, to 33 per cent. at 8 A. M., and 6 per 
cent. at noon, in June. These figures are for clear 
sunny days; for foggy days, the loss is much greater. 
The loss of light due to smoke in the atmosphere is 
greatest early in the morning or late in the after- 
noon, and least at noon. As would be expected, the 
loss of light is greater in the winter than in the sum- 
mer. The figures given show the great importance 
of getting rid of smoke in our great cities. Loss of 
daylight or the light rays, is not the only evil result- 
ing from the presence of smoke in the atmosphere; 
smoke also cuts out to a much greater extent the 
ultra-violet rays which are so necessary for good 
health. 

The amount of light reaching us at different times 
of the day, at different times of the year, and under 
different conditions of weather is of interest. TIllu- 
mination is measured in a unit called the foot-candle, 
one foot-candle being the illumination on a surface at 
a distance of one foot from a standard candle. Rec- 
ords of daylight in Washington, D. C., have been 
made since July, 1924, by the United States Public 
Health Service. These records show that at noon 
on a bright day in midsummer the illumination sel- 
dom exceeds ten thousand foot-candles. In midwinter 
at noon on a bright day it seldom exceeds 3,500 foot- 
candles. The difference in illumination on sunny 
and cloudy days is illustrated by the average illumi- 
nation for such days in December, 1924, and in June, 
1925. In December the average illumination on 
cloudy days was found to be about 23 per cent. of 
that on sunny days. In June this ratio was about 
26 per cent. Great variations in daylight take place 
when small clouds pass over the face of the sun on 
a clear day. In such cases the light may fall from 
9,000, or more, foot-candles to 3,000, or less, in one 
minute’s time, and return to the original amount 
during the succeeding minute. 

Large increases of light may be produced by the 
reflection of light from banks of white clouds to the 
north of the sun, and very great decreases by the 
heavy clouds of thunderstorms. 

Sunlight is of great interest and importance, since 
work in the office, shop, schoolroom or on the farm is 
performed under it; and the preservation of eyesight, 
the general health, and the prevention of accidents, 
throughout childhood and adult life, are largely de- 
pendent upon having plenty of sunlight both inside 


American Medical 


and outside the buildings in which we live and work. 
—United States Public Health Service. 
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CASE 13531 


ONE WEEK’S HEADACHE, VOMITING 
AND MALAISE IN A GIRL OF FIFTEEN 


NEUROLOGICAL DEPARTMENT 


fifteen-vear old American schoolgirl en- 
tered the hospital October 23 complaining of 
general malaise and vomiting. 

On the 12th of October she was struck in the 
occipital region by a thick pad of tar paper. 
The blow was painful but did not cause bleed- 
ing or unconsciousness. During the next four 
days she had considerable left parietal head- 
ache. On October 16 she had malaise and 
vomited several times, not retaining any food. 
The following day she went to school but re- 
turned at recess time. She complained of head- 
ache at times. The family physician found a 
temperature of 99° to 100°. From this time 
until her admission she had projectile vomiting 
several times and almost constant headache. 
For a week she had had malaise and loss of 
appetite. At admission she was prostrated and 
had slight stiffness of the neck. 

Her past history is entirely negative. 
family history is recorded. 

Clinical examination showed a well nourished, 
semistuporous girl with a flushed, slightly drawn 
face and hot dry skin, tossing restlessly. The 
neck was markedly stiff. She complained of 
pain in the back of the head and neck. Fundus 
examination showed the dises blurred and _ ir- 
regular. The outer third of the right dise was 
clear. The left dise was somewhat more blur- 
red than the right, suggesting beginning chok- 
ing or optic neuritis. Along the veins running 
superiorly from the right dise there were small 
glistening, shimmering refractile areas. The 
heart was normal. Over the apex of the right 
lung in front there was an area of bronchial 
breathing with no rales or dullness. She was 
so uncomtortable that no careful examination 
was made of the back. Rectal and vaginal ex- 
aminations were not done. The rest of the gen- 
eral examination was negative. 

A neurological examination was very ineom- 
plete. Cranial nerves normal. Motor system 
normal except for the stiff neck and general 
malaise and sensitiveness, especially of the back 
muscles. Sensation to touch normal. Other 
forms of sensation not tested. Finger-to-finger 


No 


and finger-to-nose done normally. No other 
coordination tests made. All deep reflexes nor- 
mal. Slight Kernig on both sides. Abdominal 
reflexes doubtfully elicited; apparently present 
on the left, not on the right, no Babinski. 
Plantar reflexes atypical. There was a defen- 
sive dorsiflexion of the foot and toes on each 
side. 

Urine normal. Blood: 
Wassermann negative. 

Temperature 98.3° to 102°, with a daily after- 
noon rise and a terminal rise to 105.5°. Pulse 
61 to 96, rising in the last four days and reach- 
ing 180 the day of death. Respirations normal 
until October 29, then 20 to 40. 

X-ray plates of the skull and chest failed 
to show any definite variation from the normal. 
The chest plates were somewhat unsatisfactory 
because of motion, so that a definite negative 
diagnosis could not be made. 

A lumbar puncture was done in the Emer- 
gency Ward the day of admission. 25 cubic 
centimeters of slightly turbid colorless fluid 
with a ground-glass appearance were withdrawn 
from the fourth and fifth lumbar space; initial 
pressure 210, otherwise dynamics normal; no 
evidence of block; total protein 73, Wasser- 
mann negative, goldsol 0001110000, 250 cells, 
18 polymorphonuelears, the rest lymphocytes, 
sugar 28, chlorides 661. 

October 24 a eistern puncture was done. 
About 75 cubic centimeters of clear ‘‘ground- 
glass’’ fluid were withdrawn, initial pressure 
400, 1,800 cells, nearly all apparently lympho- 
cytes, sugar 27, chlorides 629, total protein 75, 
goldsol 0001100000. 

Another fundus examination by an oculist 
showed some hyperemia of-each disc, especially 
nasally, with hazy margins more or less ¢con- 
fined only to the nasal half in the right eye. 
There was a suggestive area of old radial hemor- 
rhages in the nasal margin of the left dise. The 
vessels were tortuous and somewhat engorged. 
He was unable to get any elevation. 

October 25 the reflexes were again increased 
on the right side. Another cistern puncture 
was done, initial pressure 330. About 75 cubic 
centimeters were withdrawn. The headache and 
semistupor were almost instantly relieved, as 
they were after the first puncture. The reflexes 
were found to be all normal and equal. The 
patient was drowsy part of the time. Several 
times during the day she had vomiting, once 
or twice projectile. October 26 another oculist 
found that in the past two days the left dise 
showed more hyperemia and some venous dilata- 
tion. The right eye showed a very small amount 
of papilledema in addition to hyperemia of 
the dise. 

October 27 a third cistern puncture was done. 
The initial pressure was 539 millimeters. About 
90 cubie centimeters of fluid were withdrawn 
and 30 cubie centimeters of air injected. 

October 31 the patient died. 


8,500 leucocytes. 
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DIscussIon 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE PHYSICAL EXAMINATION 


I suppose somebody was speculating as to 
whether these refractile areas in the retina could 
be miliary tubercles, which we have all read 
about but mcst of us have never seen. 

One cannot say that the area of bronchial 
breathing in the right lung is in any way con. 
vincing evidence of lung disease. If it were at 
the other apex one would take it more seriously, 
or if other signs besides bronchial breathing 
were there. Apparently that is the only sign. 
and although we should like to get evidence 
of some tuberculous foeus from which menin- 
gitis might arise, I do not think this sign is 
to be taken seriously. 

I cannot be sure what this dorsiflexion of the 
feet and toes is —whether it is reflex or Whether 
it is a voluntary movement. 

The pulse is on the whole notably low. 

Of course what we are looking for especially 
is evidence of tuberculosis or malignant dis- 
ease in the lungs. 

The spinal fluid gives a low sugar, a high 
protein, and a high initial pressure, the chlor- 
ides somewhat diminished, all ot which goes 
very well with a meningitis. The cistern punc- 
ture shows essentially the same fluid. The sec- 
ond cistern puncture was presumably done for 
therapeutic rather than diagnostic reasons, and 
had the effect that one does it for under these 
conditions. It is first-rate palliative treatment. 


DIFFERENTIAL DIAGNOSIS 


With this spinal fluid I do not see that we 
have a right to consider anything except cere- 
bral abscess and chronic meningitis, of which 
tubereulous meningitis is the commonest known 
type. She is at an age when either of these 
conditions might perfectly well be found. For 
cerebral abscess we expect a cause, a Septic 
foeus elsewhere in the body of which we have 
no evidence in her case. It might have been 
conceivably an otitiec abscess. Usually we 
should have heard of local ear symptoms if it 
had been so. 

The findings in the spinal fluid leave no al- 
ternatives that I know of except (a) tuberculous 
meningitis, either alone or as part of miliary 
tuberculosis, and (b) cerebral abscess discharg- 
ing in this way. There are many other condi- 
tions that give us a high cell count in the spinal 
fluid, but those can be easily ruled out. We get 
a high cell count with sleeping sickness, with 
poliomyelitis, and in some cases of pneumonia 
even when there is no demonstrable meningitis, 
(the meningismus of pneumonia. ) 

I think the patient has tuberculous meningitis 
rather than abscess. As to the chances of its 
being part of a general miliary tuberculosis 
I do not think we can say anything except that 


it usually is. The fact that the X-ray plate 
of the lungs was not satisfactory is enough 
to prevent our paying much attention to the 
question of miliary tuberculosis there. It would 
not show in such a plate even if it were there. 
We ean surmise that there is something in the 
right apex, but nothing shows in the plate. 
Neither apex shows any clouding, so I think 
we can disregard that bronchial breathing that 
we had some doubt about in the beginning. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD ) 
Tuberculous meningitis. 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Tuberculous meningitis. 
Probable miliary tuberculosis. 
Cerebral abscess. 


ANATOMIC DIAGNOSES 


Primary fatal lesions. 


Miliary tuberculosis. 
Tubereulous meningitis. 


Secondary or terminal lesions. 


Bronchopneumonia. 
Menstruating uterus, last stage. 


Dr. Tracy B. MAuttory: Tuberculous menin- 
gitis was found. There was a diffuse clouding 
of the meninges, particularly beneath the ten- 
torium and running down the spinal cord, with 
comparatively little involvement over the cere- 
brum. 

There were a few tubercles elsewhere in the 
body, none in the lungs, but a few were picked 
up in the spleen and a few by microscope in 
the liver. There was no evidence of pulmonary 
tuberculosis. We have no idea as to the focus 
from which the process developed. 

Dr. Casot: Was there no old process any- 
where, no glandular process? 

Dr. MAtLory: None was found in the organs 
examined. 

Dr. CaBoort: 
older focus? 

Dr. Mauuory: It is. In fact it is practically 
impossible if one does a complete necropsy with 
all the lymph nodes ineluded, the cervical and 
the axillary. In a few of the cases the pri- 
mary focus will be cervical rather than pul- 
monary, and in another small group intestinal. 
Nasal, corneal, skin, and very rarely genital 
primary lesions have been reported. 

Dr. Youna: Do you think a blow on the 
head had any part in the etiology of the condi- 
tion? 

Dr. Casot: I do not think so. But I do not 
know how we are going to decide a case like 
that. There are many cases in which we have 
a history like this, an illness that came on after 
such or such an event, because the human mind 
demands a cause and cannot think of any other. 


Isn’t it unusual not to find any 
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On general principles I should say apparently 
not. It does not seem to have been a very heavy 
blow. 


Dr. Youne: But the train of symptoms was 
continuous. 
Dr. Yes. 


Dr. Matuory: The same question came up 
to me a while ago. A man was struck on the 
head by a telegraph pole and about three weeks 
after that died of tuberculous meningitis. 
Whether it had any effect I do not know how 
we can say. 

Dr. Casor: We see so many cases of tuber- 
eulous meningitis where the history is identical 
with this except for the blow that I do not 
see how we ean say anything about that as 
eausal. 

Dr. Mautory: Of course there is the pos- 
sibility that the blow might have some influenc- 
ing effect on it. For instance, the development 
of an acute osteomyelitis following a kick in the 
shin is a common story in children and possibly 
would develop a locus of decreased resistance. 
If the tubercle bacilli were available, trauma 
might determine the point at which they would 
settle and produce the disease. 


CASE 13532 


HOW LONG SHOULD A PAIN BE 
ENDURED? 


SURGICAL DEPARTMENT 


\ married American woman fifty-one years 
old came to the Emergency Ward July 9 in a 
very critical condition, complaining of abdom- 
inal pain and vomiting. 

Eighty hours before admission she was seized 
with sharp pain in the epigastrium so severe 
that she almost fainted. At the onset she vom- 
ited. The pain and vomiting continued. Her 
bowels had moved regularly. She had noticed 
no blood. Sinee the onset she had been unable 
to sleep or eat. The pain had continued in the 
same place, although radiating to the back. 

Examination showed a well nourished woman, 
very ill. The whole abdomen was distended, 
spastic and very tender. Most of the spasm and 
tenderness were bilateral in the upper abdomen. 
There was definite fluid wave. No mass could 
be made out. Pelvic examination showed tender- 
ness in both vaults but no mass or induration. 
The pulse was very weak and thready. The rest 
of the examination was negative. 

Before operation urine and blood not record- 
ed, temperature 100.4° by rectum, pulse 134, 
respirations 22. 

Operation was done immediately. She was 


very 1] and in shock after it. Seven hours later 
she died. 


DIscussIon 
BY EDWARD L. YOUNG, JR., M.D. 


This sounds to me like a condition which ought 
to have been not more than eight hours old when 
first seen rather than eighty. The picture is so 
brief that it really comes down to a question of 
the most probable cause of an acute abdominal 
emergency starting with a sharp pain in the epi- 
gastrium. 

Are there any things we can rule out? Her 
bowels have moved, so that it is presumably not 
acute intestinal obstruction. Moreover it is not 
the picture that we associate with that condition. 
The three commonest conditions which start with 
a sudden severe epigastric pain are (1) perfora- 
tion of a peptic ulcer, (2) gall-stone colic, (3) 
pancreatitis. We must not forget, however, that 
acute appendicitis can always be present as a 
cause of acute abdominal emergency, whatever 
the symptoms at the onset. The fact that she 
has a fluid wave is important if true, because 
observations of that kind are not always borne 
out at operation or necropsy. 


What is there in favor of perforated ulcer? 
The sudden sharp pain of great severity. That 
is characteristic more of perforated viscus than 
of either of the other conditions. A patient 
could go eighty hours with perforation and still 
be alive. At that time however there would be 
peritonitis present ; and rarely do they live when 
perforation has been present as long as that. 
We have absolutely no past history to give us 
any clue as to previous digestive symptoms, but 
it is not necessary to have any digestive symp- 
toms previous to the onset of perforation. There 
have been within three weeks in this hospital two 
eases of perforation where there was no pre- 
vious symptom of indigestion either as given in 
the ordinary course of history or as elicited on 
cross-examination. Moreover, both of those 
were the non-indurated type, which fitted very 
well with an acute ulcer that did not need to 
have previous symptoms. So it is possible that 
whether she did or did not have previous symp- 
toms this was a perforation. The pain, the 
vomiting, the picture as we see it is consistent 
with that. 

Pancreatitis, if it was of a fulminating type, 
might well leave her at the end of three days 
about where we see her. 

Cholelithiasis presumably would not go on to 
this termination except in those rare cases of 
fulminating cholecystitis which we do see once 
in a while. <A perforation of the gall-bladder 
into the abdominal cavity is uncommon. 

Of course there are a great many cases of 
acute abdominal emergencies that might start in 
this fashion. The pain was epigastric, which 
means that there might be trouble anywhere in 
the small intestine, a transverse colon perforat- 
ing in the region of the epigastrium, and as | 
said appendicitis is always to be considered, as 
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it may show the most extraordinary and atypical 
symptoms. 

Now the question comes up, should this woman 
be operated on or not? The basis for operation 
is the somewhat trite saying that you can't spoil 
a bad egg; because as this picture is presented 
to us there is no hope for her without treatment. 
The so-called Ochsner treatment—nothing by 
mouth, fluid supplied intravenously and sub- 
pectorally, and the patient in Fowler’s position 
with morphia enough to keep him absolutely 
quiet—lI still feel is of debatable value in most 
eases. If the patient is so sick that we cannot 
operate, I believe he is generally so sick that 
Ochsnerizing will not do any good. In other 
words, it seems to me the only thing we can dc 
here is to say that it is probably hopeless, but to 
gee if by chance she will stand local anesthesia 
and operation and if we find a condition which 
we might possibly help. 

If it is a perforation and the perforation took 
place at the end of a fasting period so that there 
were few if any organisms poured into the ab- 
dominal cavity, at the end of three days infee- 
tion might not be so far advanced but that clo- 
sure of the perforation might give her a chance. 

This diagnosis is anybody’s guess, because in 
a situation like this the appearance of the 
patient and the feel of the abdomen tell more 
than any story can. I think with epigastric 
pain alone it is not fair to consider any of the 
more unusual conditions, like twisted ovarian 
eyst, which although they ean give atypical 
symptoms should be obvious on examination if 
they are sufficiently marked to give pain in the 
epigastrium. 

I presume that they found a general peritoni- 
tis at this stage of the game. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


General peritonitis. 
Perforating peptic ulcer? 
Acute pancreatitis? 


PRE-OPERATIVE DIAGNOSIS 
Acute pancreatitis. 
OPERATION 


Ether. The abdomen was opened through a 
high right rectus incision. There was free blood 
tinged fluid in the peritoneal cavity and fat 
necrosis over the omentum. An opening was 
made into the lesser peritoneal cavity. The 
pancreas presented as a large hemorrhagie tu- 
mor. In making an incision through the cap- 
sule blood and necrotie tissue escaped. The 
opening was enlarged with the finger and a rub- 
ber drain placed into the pancreas. An opening 
was made between the colon and the stomach 
and another cigarette drain was placed into the 
pancreas. The gall-bladder was drained by 
means of a catheter. No stones could be felt in 
the common duct. 


FURTHER DIscuUssION 


The fulminating type of pancreatitis such as 
this is carries a very high mortality, and there 
is nothing unusual in he continuing steadily 
downhill and dying in seven hours. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Acute hemorrhagic pancreatitis. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 
Acute hemorrhagic pancreatitis. 
ANATOMIC DIAGNOSES 
1. Primary fatal lesion. 
Acute hemorrhagic pancreatitis. 


3. Historical landmarks. 


Emphysema. 
Arteriosclerosis. 
Operation wound, cholecystostomy. 


Dr. Mautuory: The operative record has al- 
ready told almost all the pathology involved. 
There was an acute hemorrhagic pancreatitis 
as the presenting symptom, with widespread fat 
necroses all over the omentum, mesentery, and 
throughout the pancreas. 

It is always interesting to try to find an eti- 
ology for these cases. Sometimes we succeed, 
more often we do not. This woman did have a 
very definite gall-bladder pathology. The gall- 
bladder wall measured about four millimeters as 
against a normal of less than two, and there were 
some rather black, gritty, tiny stones in it. One 
of the classical things to find is a medium-sized 
gall-stone obstructing the ampoule of Vater in 
such a way that bile can be foreed into the pan- 
creas, but nothing of that sort was found here. 
In most of the cases we have to rest content if 
we do find evident pathology in the bile passages 
as in this ease. 

Dr. Youne: Do you find pathology in the 
biliary tract as a rule? 

Dr. MAutuory: In about sixty per cent. of 
cases,—a little more than half. I do not believe 
it is much more than that. 

Dr. Casor: Why is it that acute pancreatitis 
is so apt to be hemorrhagic? Why is the blood 
feature so prominent? 

Dr. Mauuory: 1| think possibly that depends 
on the same factor as the fat necrosis. Inflam- 
mation in the pancreas liberates activated 
trypsin, which proceeds to digest all the tissues 
it comes in contact with. I think it is possible 
that it affects the walls of the arteries as it does 
the pancreas. 

Dr. Casot: As I remember, Dr. Fitz dis- 
tinguished pancreatic hemorrhage from hemor- 
rhagie pancreatitis. Does anybody do that now? 
He called it pancreatic apoplexy. 

Dr. Matuory: I doubt if anyone could dis- 
tinguish. It is possible such a thing occurs, but 
I am sure within a few hours there would be 
inflammation anyway. 
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THE COMING TERCENTENARY OF 
“DE MOTU CORDIS” 


Ir is difficult to think of William Harvey’s 
**Anatomical Dissertation upon the Movements 
of the Heart and Blood in Animals’’ in terms 
other than the superlative. The book, pub- 
lished in 1628, is without doubt one of the 
greatest medical works of all times and takes its 
place on the bookshelf of immortal volumes be- 
side the ‘‘Fabrica’’ of Vesalius and the ‘‘In- 
quiry’’ of Jenner. Its importance, moreover, 
lies in its relation to modern medicine. In Har- 
vey ’s book, for the first time, one finds the ‘‘idea 
of measurement in any biologie investigation. ’’ 
The quantitative or mathematical demonstration 
of the circulation of the blood by Harvey is 
more important than the ‘‘discovery,’’ for, as 
Garrison states, ‘with this start, physiology be- 
came a dynamic science.’’ Physiology, more- 
over, in the intervening three hundred years, 
by applying Harvey’s method of investigation, 
has practically revolutionized medicine, 

The medical world, in 1928, will take cog- 
nizance of Harvey’s gift to all of us and cele- 
brations of the tereentenary are already being 
planned in many countries. The year of pub- 


lication of his book, 1628, gives us a definite 
date for our commemorative exercises, but 
when one examines Harvey’s life, it is obvious 
that his ideas of the circulation of the blood 
were formulated by him and expressed in pub- 
lic many years before that date. 


Harvey was appointed to the office of Lumle- 
ian lecturer on August 4th, 1615, a position 
which he held until 1656. The duties entailed 
by the lectureship, which was founded in 1581 
by Lord Lumley and Dr. Caldwell at the Col- 
lege of Physicians, were exacting. He was to 
lecture on surgery for an hour, twice a week 
throughout the year, reading for three-quar- 
ters of an hour in Latin and the other quarter 
in English, and using a different subject each 
vear for six years, when the cycle was to be 
repeated. Thus it happened that William Har- 
vey gave his first anatomical lecture in April 
1616, when he was thirty-seven years of age. 
The manuscript notes, now in the British Mu- 
seum and reproduced in facsimile in 1886, were 
written in a erabbed and difficult hand. In his 
lecture on the thorax, however, one can make 
out the following passage: ‘‘The movement of 
the blood is constantly in a cirele and is brought 
about by the beat of the heart.’’ The lecture 
Was given in the usual manner of the time. Har- 
vey, with a wand in his hand, sat opposite the 
center of a table upon which was placed the 
partly dissected cadaver, ready to point out th: 
different structures as they were exposed by his 
assistants. His audience, grouped around the 
other side of the table, was usually placed ac- 
cording to age and rank. 


Thus, twelve years before the publication in 
Frankfort of ‘‘De Motu Cordis,’’ Harvey be- 
lieved that the blood moved in a circle, and we 
know from observations stated in other parts of 
the manuscript that he had applied the ligatures 
to veins and made other experiments to prove 
his contention. The book, however, was his 
sober, painstaking account of his experiments 
and conelusions, written so carefully that his 
arguments will bear the closest scrutiny today 
without the detection of any major faults. The 
first editions of the book are now the pride of 
a few libraries and private owners. Even the 
splendid facsimile edition of 1894 is scarce. 
Fortunately, the Boston Medical Library pos- 
sesses a first edition, which we hope will be 
much in evidence in 1928. It is also expected 
that Boston will in some way honor Harvey on 
the three hundredth anniversary of the publica- 
tion of ‘‘De Motu Cordis.’’ 


A NEW REGIUS PROFESSOR OF MEDI- 
CINE AT OXFORD 


News has recently been received in this coun- 
try of the appointment of Sir Edward Farquhar 
Buzzard, M.A., M.D., (Oxon.) F.R.C.P., to the 
Regius Professorship of Physic in the University 
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of Oxford in succession to Sir Archibald Gar- 
rod, who was to have retired before January Ist, 
1928. Sir Farquhar Buzzard is a distinguished 
English neurologist, long associated with St. 
Thomas’ Hospital and, from 1905 to the time of 
his resignation in 1921, with the National Hos- 
pital for the Paralyzed and Epileptic (now the 
National Hospital, Queen Square), in London. 
He also holds the position of Physician Extraor- 
dinary to the King, physician to the Royal Free 
Hospital, and physician to the Belgrave Hos- 
pital for Children. During the War, he at- 
tained the rank of Colonel in the Royal Army 
Medical Corps and was later appointed con- 
sulting neurologist to the Queen Alexandra Mil- 
itary Hospital, Millbank. 

Sir Farquhar was born in London, Decem- 
ber 20, 1871, the son of Dr. Thomas Buzzard, 
a distinguished neurologist and soldier of the 
Crimean War. He attended the Charterhouse 
School before entering Magdalen College, Ox- 
ford, where he obtained his M.A. and later his 
M.D. degrees. In the early nineties of the last 
century, he was noted as an association foot- 
ball player and he won many cups in this and 
other sports. 

His professional career has largely been asso- 
ciated with St. Thomas’ Hospital and the Na- 
tional Hospital, Queen Square. As a result of 
his work in these clinics numerous papers have 
appeared from his pen in the Lancet and 
Brain. In addition, he has made many con- 
tributions to well-known systems of medicine, 
including the article on ‘‘Myasthenia Gravis’’ 
in Volume VII of Allbutt & Rolleston’s System 
of Medicine; a number of chapters in Latham 
& English’s System of Treatment, Volume II. 
1915; an article on ‘‘The Prognosis in Per- 
ipheral Nerve Injuries’’ in Jones’ Orthopedic 
Surgery of Injuries, Volume II, 1921; the long 
chapter on ‘‘Diffuse and Focal Diseases of the 
Spinal Cord’’ in Osler & McCrae’s Modern Med- 
icine, Volume V; and a contribution on ‘‘ Vas- 
eular Disturbances’’ in the Ozford Medicine, 
Volume VI, 1921. 

Sir Farquhar Buzzard will hold a position at 
Oxford distinguished by a long line of famous 
predecessors. The Regius Professorship of 
Physie was founded by Henry VIII in 1546, 
the original stipend being £40 a year. Since 
that date there has been added to the chair the 
Mastership of the alms-house at Ewelme, in Ox- 
fordshire (1617), and the Alrichian Professor- 
ship of the Practice of Medicine (1858). The 
incumbent prior to Sir Archibald Garrod was 
the late Sir William Osler. By virtue of his 
professorship, Sir Farquhar will be the official 
examiner in medicine for all candidates for the 
M.D. degree at Oxford, as well as a Curator 
of the Bodleian Library. He was created a 
Knight Commander of the Victorian Order early 


this year. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named 
authors: 


Swett, Paut P. M.D. University and Belle- 
vue Hospital Medical College 1904, F.A.C.S.. 
Orthopedic Surgeon at the Hartford Hospital 
and the Newington Home for Crippled Chil- 
dren; Consulting Surgeon at the New Britain 
General Hospital, the Meriden Hospital, the 
Bristol Hospital, the Charlotte Hungerford Me- 
morial Hospital, the Litchfield County Hospital, 
the Manchester Memorial Hospital and the 
Rockville Hospital. Member of the New Eng- 
land Surgical Society. His subject is ‘‘Treat- 
ment of Compound Fractures at the Hartford 
Hospital’’. Page 1257. Address: 179 Allyn 
Street, Hartford, Conn. 


BLUMER, GEORGE. M.A., M.D. Cooper Medical 
College, San Francisco, 1891. Assistant in Path- 
ology, Johns Hopkins University; Director of 
Bender Hygiene Laboratory, Albany, N. Y.; 
Professor and later Clinical Professor of Medi- 
cine, Yale University Medieal School. His paper 
is entitled ‘‘A Note on Difficulty in Turning 
Over in Bed’’. Page 1260. Address: 195 
Church Street, New Haven, Conn. 


GARLAND, JosEPH. <A.B., M.D. Harvard 1919. 
Physician to Children’s Hospital Department at 
the Massachusetts General Hospital; Assistant 
in Pediatrics at the Massachusetts Eye and Ear 
Infirmary and the Harvard Medical School. His 
subject is ‘‘A Physician of Yesterday’’. Page 
1261. Address: 270 Commonwealth Ave., Bos- 
ton, Mass. 


APPEL, KENNETH E. A.B., Ph.D., M.D. Har- 
vard 1924. Assistant Visiting Physician, Penn- 
sylvania Hospital, Department of Mental and 
Nervous Diseases. He writes on ‘‘ Medical Edu- 
cation: The Retrospect of a Recent Graduate’’. 
Page 1265. Address: Haverford, Pennsylvania. 


ParKER, Davy W. A.B., M.D. Harvard 1903, 
F.A.C.8S., Surgeon, Eliot Hospital, Manchester, 
N. H.; Surgeon, Balch Children’s Hospital. 
Manchester, N. H.; Consulting Surgeon Peter- 
borough Hospital, Peterboro, N. H.; President 
of the New Hampshire Medical Society, 1926- 
1927. His paper is entitled ‘‘The President’s 
Address’’ and was delivered before the New 
Hampshire Medical Society. Page 1268, Ad- 
dress: 967 Elm Street, Manchester, N. H. 


JONES, DanreEL F. A.B., M.D. Harvard 1896, 
F.A.C.S., Associate in Surgery Harvard Medical 
School; Chief Surgeon East Surgical Service 
Massachusetts General Hospital; Surgeon New 
England Deaconess Hospital; Chief of Staff 
Palmer Memorial Hospital. His subject is 
“*Co-operation Between the Family Physician 
and the Consultant’’. Page 1272. Address: 195 
Beacon Street, Boston. 
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Toney, James A. B.S., LL.B., M.S., Dr.P.H. 
Massachusetts Institute of Technology 1927. 
Lecturer on Public Health Law, Massachusetts 
Institute of Technology, Harvard University 
School of Public Health, Scientific Consultant, 
Borden Company, New York. His subject 18 
‘‘Publie Health Administration in New Hamp- 
shire’. Page 1276. Address: 350 Madison 
Avenue, New York City. 


POSTPONEMENT OF THE INDEX 


The probable change of the title of the Boston 
MEDICAL AND SuRGICAL JouRNAL after the nineteenth 
of next February presents a complication with respect 
to the apportionment of the number of weekly issues 
to the present volume. 

If this change, which will be recommended by the 
Committee of Nine which has charge of the JOURNAL, 
is to be adopted by the Massachusetts Medical So- 
ciety, a volume should be started under the new 
name. 

Because of this expected change the present vol- 
ume will be continued until the one hundred years 
of consecutive publication shall have been completed 
and, therefore, the publication of the index will be 
deferred and the issues of January and part of Feb- 
ruary 1928 will be included in Volume 197 and the 
index of Volume 197 will be published in February. 

The new name of the JourNatL will probably be the 
New England Journal of Medicine which will be more 
appropriate under present conditions because the 
Massachusetts Medical Society is now affiliated with 
the New Hampshire and Vermont Medical Societies 
in the publication of this JoURNAL. 

The Maine Medical Association has shown a desire 
to also unite with the three States mentioned above 
when the designation “Boston” shall have been 
dropped. 


Che Massachusetts Medical Society 


SECTION OF OBSTETRICS AND GYNECOLOGY 
Foster S. Kellogg, M.D. Frederick L. Good, M.D. 
Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 

What are the advantages and disadvantages 
of post partum vaginal examinations especially 
im the early days post partum? 


Although the average puerperal woman should 
not be examined immediately post partum there 
are a few instances in which a pelvie examina- 
tion may be advantageous. 

Let us first consider the disadvantage. No 
one will deny that a vaginal examination, espe- 
cially in the early days post partum, increases 
the possibility of puerperal infection. How- 
ever, if the examination is made under perfect 
aseptic precautions, this possibility is reduced 
fo a very small minimum. 

What advantage may be obtained? Not in- 
frequently shortly following delivery a patient 
will have a high temperature and a correspond- 
ing increase in the pulse. Pelvie examination 
in some of these cases will reveal retained tis- 
sue, and the removal of this material with the 
finger, results in an immediate drop in tem- 
perature, 


Again, early vaginal examination will tell 
how extensive a laceration there may have been 
into the vaginal vaults or even into the broad 
ligaments. Finally the very dangerous condi. 
tion of inversion of the uterus can only be 
positively diagnosed by a pelvic examination. 

One member of the committee makes it a 
point to examine every patient vaginally im- 
mediately after the expulsion of the placenta. 
Fresh gloves are always used, the examination 
is made under strict aseptic precautions, and 
he has never seen any ill effects follow this 
procedure. 

Questions of a similar nature to the above will 
be discussed in the JoURNAL each week. They 
may be addressed to the Clerk of the Committee, 
in eare of the JoURNAL and will be answered by 
members of the Committee of the Section of Ob- 
stetries and Gynecology. 


MEMORIAL TO THE LATE DR. WILLIAM 
FISKE WHITNEY 


RemMARKS BY Dr. Georce Burcess MAGRATH At 
THE UNVEILING OF A Portrait oF Dr. Wuart- 
NEY IN THE WARREN MUSEUM OF THE HARVARD 
MeEpIcAL SCHOOL ON NOVEMBER 18, 1927 


On Friday afternoon, November 18, 1927, a 
portrait of the late Dr. Whitney painted by Mr. 
Ipsen and donated by a group of Dr. Whitney’s 
friends was unveiled and presented to the War- 
ren Museum of Harvard University. Dr. 8. 
Burt Wolbach, Jackson Professor of Pathologi- 
cal Anatomy, was the presiding officer ; he intro- 
duced Dr. George Burgess Magrath, Instructor 
in Legal Medicine at the Harvard Medical 
School. Dr. Magrath’s address follows: 

One Saturday morning, nearly thirty-five 
years ago, I attended my first surgical clinic. 
It was a public elinic, in the Bigelow Amphi- 
theatre of the Massachusetts General Hospital. 
and I was a junior in Harvard College. My 
interest in medicine was but rudimentary. To- 
ward the end of the clinic, a patient, a man, 
deeply etherized, seated in an operating chair, 
was wheeled into the amphitheatre, and present- 
ly a surgeon,—I think it was Dr. Warren,—was 
explaining to the spectators the significance and 
possibilities of a well marked swelling of the 
lower jaw. After a few minutes he made an 
incision, and deftly removed something which 
he placed in the hands of a physician who, clad 
in a white duck coat, short, and unlike the 
frock coat of similar material worn by the 
surgeons, rose from a front seat, received the 
material, and disappeared. Dr. Warren con- 
tinued with his discussion of the case, and told 
of what he might be obliged to do if the tumor 
from which the patient suffered was malignant. 
Meantime all operative activities were sus- 
pended. In a very short time the physician in 
the short white coat reappeared, spoke a few 
words to Dr. Warren, and then addressing the 
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spectators, explained to them that this patient 
was the victim of a malignant new growth, of 
a sort such that radical operation by the surgeon 
was necessary. Dr. Warren resumed his oper- 
ative work, and I presently beheld what seemed 
to me a most destructive dissection, involving 
as it did, the removal of a part of the lower 
jaw, and what I later realized to have been 
an elaborate dissection of the triangles of the 
neck. Deeply impressed by the apparent im- 
portance of whatever was done by the physician 
who temporarily disappeared from the operating 
theatre, and by the significance to the surgeon, 
and therefore to the patient, of what he had 
said, at the end of the clinic I* ventured to 
speak to him and to ask him how it came about 
that he was able to tell Dr. Warren something 
which obviously governed a most serious, and 
seemingly mutilating surgical operation. I was 
not unfamiliar with the use of the microscope, 
and as a student of biology had been trained in 
the art of making sections of botanical mate- 
rial by the use of the razor. In the next few 
minutes this physician taking me into a smal. 
laboratory opening from the amphitheatre, in- 
troduced me to the freezing microtome, and to 
the methods which he had used in determining 
the character of the material handed to him 
by Dr. Warren. This he did with the utmost 
kindliness, and with a simplicity and clarity 
which I can never forget. Such was my first 
meeting with Dr. William Fiske Whitney, Path- 
ologist to the Massachusetts General Hospital. 
Within less than two years’ time I was a 
student of medicine, and as such, and fairly 
early in my career, was given a desk in the Sear: 
Pathological Laboratory where my meeting wit! 
Dr. Whitney was a matter of almost daily oc 
eurrence. Acquaintance ,ripened into friend 
ship, and friendship in the course of year 
broadened into professional companionship. | 
came to know Dr. Whitney as a man not onl) 
skilled in the particular field of medical scienc 
which I have chosen as my own, but one pos 
sessed of the instincts and of the modes 0! 
expressing them, which alike encouraged me) 
younger than himself, and forever endeared hin 
to them, whether as teacher or as adviser. <A 
time went on I became aware of the great con 
fidence placed in him by surgeons, as a diag 
nostician of malignant disease. I also came t 
recognize in Dr. Whitney the type of man wh: 
finds his chief professional interest in that sid: 
of medicine which is invested in the romane 
of the laboratory, wherein one is confronted con. 
stantly with the eternal question ‘‘What is 
wrong, why is it so, and what can be don 
about it?’’ rather than with the possibly more 
business-like side of medicine, wherein the re- 
sults of scientific inquiry are applied with ail 
of the art of the surgeon and the physician. 
The rewards of such activities are meagre from 
a money standpoint, and he who engages in them 
must seek his compensation in other media. 


During the years in which as a member of 
the Department of Pathology, I was a teacher 
in this subject, and from time to time a con- 
tributor to the Museum, I came to know of 
Dr. Whitney’s resourcefulness in supplying 
material for demonstration, and his sagacity in 
selecting material appropriate for permanent 
preservation. 

During the later years of our friendship, 1 
was from time to time privileged to be asso- 
ciated with Dr. Whitney in endeavors the ob- 
ject of which was, in the words of Casper, the 
Father of Legal Medicine, ‘‘the discovery and 
preparation of medical and other facts of nat- 
ural science for the ends of law and justice.’’ 

And so we come to the especial purpose of 
this foregathering in the fulfillment of which 
it is my high privilege to participate. 

Some time ago, a group of Dr. Whitney’s 
friends, cherishing his memory, and wishful 
for its perpetuation by portraiture, with the 
approval of Mrs. Whitney, invoked the assist- 
ance of Mr. Ipsen who from available sources, 
with exquisite taste and commanding skill, has 
executed the difficult task of creating a post- 
humous likeness. 

To me has fallen the honor of acting as spokes- 
man for these friends. It is their wish that this 
portrait of Dr. Whitney shall pass into the 
keeping of the Medical School of Harvard Uni- 
versity, forever to be a memorial of one who 
served his University long and ably, and who 
loved it well. 

Therefore in the name of these friends, here in 
this historic museum, this great storehouse of 
potential medical knowledge, so largely the crea- 
tion of his own genius and the work of his 
own hands, I unveil for your appreciation this 
likeness of Dr. Whitney, and to you Sir, hon- 
ored Dean of the Faculty of Medicine, I pre- 
sent this portrait to hang upon these walls in 
perpetual memory of William Fiske Whitney: 
pioneer clinical microscopist, skilled in the dif- 
‘erential diagnosis of new growths dangerous 
‘o life; trusted counsellor of the surgeon; wise 
‘onservator of material essential to the objee- 
‘ive study of the medical sciences ; dignified, con- 
servative, impartial witness; courteous, kindly 


gentleman; sincere, sympathetic, steadfast 

friend; unselfish benefactor of humanity. 
MISCELLANY 


PHYSICIANS IN CONGRESS 


Of the 96 members of the present United States 
Senate only one is a physician. Of the 435 members 
of the House of Representatives only seven are mem- 
bers of the medical profession. The Seventieth Con 
gress, like most previous Congresses, is comprised 
chiefly of lawyers, with a sprinkling of farmers and 
business men. 

The only physician in the Senate is Dr. Royal S. 
Copeland of New York. A graduate in medicine of 
the University of Michigan, Dr. Copeland was serving 
as Commissioner of Health of New York City when 
elected to the Senate in 1922. Another senator, 
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Woodbridge N. Ferris of Michigan, studied medicine 
for a year or two at the University of Michigan, but 
did not graduate. Senator Henrik Shipstead of 
Minnesota is a dentist. 

Michigan and New York also contribute a large 
share of the few physicians and dentists in the House. 
From Michigan there is Dr. Frank P. Bohn, a gradu- 
ate of the Medical College of Indiana, while from New 
York come Dr. John J. Kindred and Dr. William I. 
Sirovitch. Dr. Kindred is a lawyer as well as a doc- 
tor and is particularly interested in mental diseases. 
He is serving his fifth term, but Dr. Sirovitch, who 
got his M.D. from Columbia, is now in his first Con- 
gress. The two dentists in the House are Dr. R. O. 
Woodruff of Michigan and Dr. Frank Crowther of 
New York. 

The remaining physitians in the House come from 
further west. Illinois contributes Dr. Ed. M. Irwin, 
a graduate of the Missouri Medical College, now on 
his second term. From Ohio there is Dr. William T. 
Fitzgerald, who received his “M.D.” from Wooster 
University Medical School, and who has also once 
been reélected to Congress. Dr. J. Howard Swick of 
Pennsylvania is in Congress for the first time. He 
is a graduate of the Hahnemann Medical College of 
Philadelphia. From the Pacific Coast comes Dr. John 
W. Summers of Washington. After graduating from 
Louisville Medical College he practised for 25 years 
until he was elected to the Sixty-Sixth Congress and 
he has been reélected ever since. One other Con- 
gressman, who is a lawyer, but who studied medicine 
for two years, should also be mentioned. He is 
Stephen G. Porter of Pennsylvania. 


LOOKING BACK OVER THE YEAR’S HEALTH 
WORK IN CONNECTICUT 


VITAL STATISTICS 


With two months of records still to be received 
the favorable record so far makes it seem certain that 
the year will result in lowered and almost assured 
record low rate. 

There has been a great falling off in the number of 
births recorded and consequent low birth rate. 

One of the interesting new methods used through 
the year 1927 is the allocation of all deaths and births 
to the locality where they ought to be statistically 
considered. This procedure should give a much bet- 
ter index of the true health conditions. This will be 
certainly felt in the records of infant mortality, 
where the need of adjustment has long been felt but 
never before attempted. 


SANITATION 


Perhaps the most striking achievement in the field 
of sanitation has been the abolition of unguarded 
connections between public water supply systems and 
auxiliary fire or mill supplies of questionable quality, 
thus doing away with conditions in many communi- 
ties whereby polluted water might be pumped into 
the public drinking water mains. 

Surveys of several questionable shellfish areas 
were carried to completion and as a result, three 
areas of considerable size were closed by the depart- 
ment for market purposes, assuring the safe quality 
of Connecticut shellfish. 

Poor analyses of sea water in polluted harbors used 
for bathing, obtained during shellfish studies, were 
called to the attention of local authorities and stimu- 
lated interest in the general condition of bathing 
0 aco some of which are near the border line of 
safety. 

We can once more be thankful that another year 
has elapsed with no known cases of water-borne dis- 
ease trom public water supplies. The continuance 
ot this excellent record requires eternal vigilance by 
local and State authorities. 


LABORATORY 


The close of 1926 found that the laboratory quar- 
ters had become so crowded that additional space 
was added during the year and entirely remodeled. 
There is now ample room for considerable growth. 

With additional space two new tests were made 
possible: Routine examination of samples of raw and 
treated sewage from the various municipal and insti- 
tutional treatment plants in codperation with the 
State Water Commission and the Bureau of Sani- 
tary Engineering; routine examinations of all certi- 
fied milk handlers undertaken at the request of the 
State Milk Regulation Board. Monthly examinations 
have been made from each person who comes in con- 
tact with certified milk; these included cultures from 
the nose and throat for diphtheria bacilli, for the 
organisms of ,Vincent’s angina, and for hemolytic 
streptococci; sputum for tubercle bacilli; feces and 
urine for the detection of typhoid carriers, while all 
new employees have their blood examined for typhoid. 

The Laboratories also began the manufacture of 
wax ampules of silver nitrate for distribution to the 
physicians of the State for use in the eyes of new- 
born babies. 


MENTAL HYGIENE 


The psychiatric clinic in Meriden held there in 
coéperation with the Connecticut State Hospital, ex- 
amined fifty-nine patients in the course of fifteen 
clinic sessions, carried on an educational campaign 
in mental hygiene, and offered special service to vari- 
ous organizations notably the schools. 

From the angle of statistics the Division has con- 
ducted three surveys, one based on monthly reports 
from public and private institutions for nervous and 
mental disease, one on monthly reports from psychi- 
atric clinics, and one covering facilities, capacity and 
diagnostic distribution of cases in private sanitaria. 


CHILD HYGIENE 


Well child conferences still forming the major part 
of the work have been increased to 50 by the addition 
of four during the year, at Orange, Beaver Brook, 
Glastonbury and Plainville. Three child hygiene 
nurses who are located in Winsted, Middletown and 
Willimantic have each the responsibility of fifteen 
well child conferences with their attendant follow-up 
work. 

Sixteen summer round-ups have been held in a 
corresponding number of communities in the State. 
The examination of 530 children, brought out the fact 
that among these, 968 defects were found, 188 of 
which were serious enough to be reported to the fam- 
ily physicians. The name of this movement explains 
itself, namely, an effort to make these children who 
will enter school in the fall for the first time 100 per 
cent. physically fit. 

Putting into motion the machinery of printing and 
distributing 250,000 May Day milk bottle tags carry- 
ing with them an appeal for clean milk for children, 
represented an extensive part of the health work in 
the May Day program. 


PUBLIC HEALTH NURSING 


The outstanding event of the year has been the 
passing by the last Legislature of the bill for State 
aid to towns for public health nursing which makes 
possible the extension of public health nursing in 
many of the smaller towns of the State. 

The towns, Westbrook and Cornwall, have already 
taken advantage of this privilege by organizing pub- 
lic health nursing services, the towns having appro- 
priated their pro rata share of the expenses. 


PUBLIC HEALTH INSTRUCTION 


Over one hundred towns and cities in the State 
have had some form of special health service includ- 
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towns under 5,000 population and so the outlying 
sections of the State were reached. 


One of the important activities was the health talks 
given by members of the staff. Over two hundred 
and fifty of these were given reaching over twenty- 
five thousand people. 


The film library had nine additions, Condemned, 
Public Health Twins, He Who Laughs Last, Malaria, 
High Road, Sun Babies, A Far Chance, A Fortunate 
Accident and four copies of New Ways for Old. The 
last film has been in constant use in localities where 
active campaigns for diphtheria immunization have 
been carried on, as well as in many other towns in 
the State. 

The Nutrition Handbook has been published and 
distributed to local leaders throughout the State.— 
Builetin Connecticut Department of Health. 


COMPARATIVE FOREIGN AND JU. S. A. DEATH 
RATES FOR YEARS 1910—1919—192 
Tabulation shows— 


A—tThe Countries. 

B—Death rate per 1,000 for 1910. 

E—Decrease in per capita death rate in 1926 as 
against 1919. 

F—The number of deaths in the U. S. that were in 
excess of what would have been the total 
deaths in the U. S. if the U. S. had the same 
reduction in its per capita death rate, from 
1919 to 1926, as the foreign countries named 
in first column, on basis of U. S. population 
(1926) 117,136,000. 


A B Cc D E F 
De- Ex- 
crease cess 
American 
less Deaths in 
Country 1910 1919 1926 “D” 1926 
United States . 15.0 12.9 12.1 
England and Wales....... 13.5 14.0 11.7 2.3 175,500 
Scotland 15.38 15.4 13.0 2.4 187,500 
Irish Free State ........... 16.5 17.6 13.6 4.0 375,000 
Germany 16.2 15.6 11.7 3.9 363,000 
Norway 13.5 13.8 106 3.2 281,000 
Sweden 14.0 14.4 118 2.6 211,000 
Denmark 12.9 13.0 11.0 2.0 140,500 
Holland 13.0 10.8 98 1.0 23,500 
SWitZerlamd » 15.1 14.2 11.7 2.5 199,000 
Belgium 15.2 15.1 12.9 2.2 164,000 
France 17.8 19.3 17.5 1.8 117,000 
Spain 22.9 23.3 19.7 3.6 328,000 
Italy 19.2 17.4 16.6 
. 20.2 14.8 5.4 539,000 
Czecho-Slovakia _............ 20.5 18.4 15.6 2.8 234,500 
Hungary 23.4 20.0 166 3.4 304,500 
Bulgaria 23.2 20.2 20.0 2 70,500 
Japan 21.1 22.8 19.2 3.6 328,000 
Australia 10.4 12.7 94 3.3 293,000 
Canada 15.6 13.7 11.4 2.38 175,500 
Average by Countries 16.5 16.3 13.7 2.6 211,000 


Total American Soldiers killed in action in 
World War 50,510 

Foreign countries average decrease 1919 as against 
1910 


U. S. decrease 1919 as against 1910 2.1 

U. S. decrease 101% times the average foreign de- 
crease. 

Foreign countries average decrease 1926 as swsiiannat” 
1919 


crease. 
Compiled from Official Reports by 
E. CLEMENS Horst. 


RECENT DEATHS 


SHERWELL—Dr. SAmMvet SHERWELL, of Brooklyn, 
traveller and practitioner of dermatology, a graduate 
of Bellevue Hospital Medical College in 1868, is dead 
in that city in his eighty-sixth year. Dr. Sherwell a 
few years ago wrote “Old Recollections of an Old 
Boy.” He was born in England and came to this 
country in 1858 in the United States frigate Niagara, 
which was laying the Atlantic cable. After spending 
some time in the Rocky Mountain regions, he joined 
the rush to the oil fields of Pennsylvania. In 1870, 
when the Franco-Prussian War began, he joined the 
Anglo-American Ambulance, an organization of Eng- 
lish and American physicians which served with the 
German forces. Dr. Sherwell was decorated subse- 
quently with the Cross of the Military Order of Merit 
by the Bavarian Government. He was Professor 
Emeritus of dermatology in the Long Island College 
Medical School. He went to France in 1915 to offer 
his services to the American Ambulance Corps in the 
World War, but was rejected on account of age. 


COHEN—Dr. JAcos Souis-CoHEN, noted laryngolo- 
gist, died in Philadelphia, December 22, 1927, at the 
age of 69. 

Dr. Solis-Cohen was born in New York on February 


28, 1838, the son of Myer David and Judith da Silva 
Solis-Cohen. He attended Jefferson Medical College 
in 1856-7 and the next year he spent in Memphis. In 
1859 he entered the Medical School of the University 
of Pennsylvania. After his graduation from the 
Medical School he was resident interne at the Phila- 
delphia Hospital, but had served but six months when 
the guns boomed at Sumter, and he resigned to enlist 
in the Twenty-sixth Regiment, Pennsylvania Volun- 
teers, the first regiment which signed to serve for the 
continuation of the war. 

He served as assistant surgeon in the regiment 
until September, 1861, when he resigned to accept an 
appointment as assistant acting surgeon of the Navy. 
In 1864 he became visiting surgeon to the two Fed- .- 
eral military hospitals in Philadelphia. 

He won three decorations for valor during the war, 
besides the Congressional Medal of Honor awarded 
half a century later. 

On resuming his career in Philadelphia in 1866 Dr. 
Solis-Cohen applied himself to the study of the then 
new science of laryngoscopy. In 1867 he performed 
the first successful operation for laryngeal cancer. 
In the same year Jefferson College appointed him 
lecturer on electro-therapeutics. Upon the establish- 
ment of the summer school in 1869 he was appointed 
lecturer on laryngoscopy and diseases of the throat 
and chest. 

He was one of the founders of the American Laryn- 
gological Association and served two terms as its 
president. He was president of the Northern Medical 
Association in 1875, and vice-president of the Phila- 


2| delphia Pathological Society from 1876 to 1883. Dr. 


Solis-Cohen presided over a meeting of the section on 
diseases of the throat at the International Medical 
Congress in London in 1881. At the time of his death 
he was honorary professor of laryngology at Jefferson 


6 | Medical College. 
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OBITUARY 


FRANCIS W. 


To write of the life of a friend so soon after 
losing him is a difficult task. For, however wide- 
ly shared, there is a quality of intimacy In sor- 
row which is not easily set aside. However, it 1s 
fitting that someone who has had the happiness 


of personal as well as professional association 


PEABODY 


tion, outside of professional circles, as are many 
far less important, but more obviously applicable 
contributions. Time always corrects this—since 
even to the lay mind, there is eventually re- 
vealed the solid masonry of sound foundations— 
when the superstructures have been modified, or 


FRANCIS WELD PEABODY 


have erumbled. The work of Francis Peabody 


with Francis Peabody should convey to Harvard 
men generally that in his death the University 
has lost the youngest and dearest of her very 
eminent men. 

The labours of a teacher and investigator 
whose interests are concentrated upon the pa- 
‘tient development of fundamental knowledge are 
not as likely to gain wide contemporary recogni- 


had this fundamental quality, an inevitable con- 
sequence of the nature of his character and 
mind. 

At the time of his graduation from the Har- 
vard School, medicine was entering an era 01 
transformation. It was a period of enthusiasm 
and rapid progress, stimulated by the increasing 
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application of biochemical methods to its prob- 
lems. A new group of young disciples, trained 
in chemistry and physics, was carrying the lab- 
oratory into the clinic, and of these he became 
an acknowledged leader. Adventuring in his 
early studies into a variety of fields, with the 
usual versatility of an eager young intelligence 
confronted with the unmined treasures of medi- 
cal opportunity, he soon concentrated upon the 
problems involving chemical methods, and sub 
mitted himself to the rigid disciplines of the 
laboratories of Emil Fischer and of Fresenius. 
The choice of these two great teachers in itself 
is significant of the point of view with which he 
approached his work. The former was the grea‘ 
father of biochemistry; the latter the tried and 
severe teacher of professional chemists who 
flocked to his odorous laboratory (in a private 
house on the Kapellenstrasse in the little town 
of Wiesbaden) from every corner of the world. 

It would serve no useful purpose to catalogue 
the various publications which resulted from 
Francis Peabody’s many investigations. The 
quality of his work was always sound and thor- 
ough and, in many instances, brilliant. His eon- 
tributions to the clinical aspects of the vita! 
capacity of the lungs and to the metabolism of 
the respiration will remain as cornerstones of 
these branches of knowledge. His later papers 
on normal bone-marrow and on the pathology of 
the bone-marrow in pernicious anemia are per- 
manently written into the literatures of these 
subjects, and supplemented the investigations 
of his devoted friend, George Minot, in one of 
the most beneficent therapeutic discoveries of 
our time. A survey of the succession of his 
scientific papers shows beyond all else a constant 
growth in scope and understanding, a develop- 
ment toward something greater of which his 
death has robbed us. 


It is not often that this capacity for scientific 
concentration is combined with keen interest in 
men, and in its eonsequence—public service. 
There was in Francis Peabody so much joyful 
youth—such abundance of vitality—that, far 
from becoming the scientific recluse, he gave 
himself, with adventurous ardor, to the causes 
that appealed to him. In July, 1917, he joined 
the American Red Cross Commission to Rou- 
mania, later going on to Russia where he was 
deeply stirred by the turmoil of the second rev- 
olution, which he witnessed. On his return, he 
enlisted in the military service and went to 
France as a major in the U. S. Army Medical 
Corps, remaining on the active list until Febru- 
ary after the armistice. 

In an age and in a country so often charged 
with superficial judgments and the tendeney to 
applaud pretense and sham, it is an encourage- 
ment to optimism to know that the fine intelli- 
gence of his work and the noble simplicity of his 
character were fully recognized by his profes- 
sion. Upon no man were its honors more lavish- 
ly bestowed. None but those most intimately 


associated with him knew that he had been of- 
fered, in turn, the chairs of medicine at the Uni- 
versity of Chicago, at Columbia, at Johns Hop- 
kins, at Yale and at Stanford University as well 
as the deanship of the Chicago University Medi- 
cal School—all of them declined in order to serve 
Harvard as Professor of Medicine and Director 
of the Thorndike Memorial of the City Hospital, 
where he developed an institution unique in the 
history of clinical teaching. 

In writing these things of him who was so 
dear to us, there is the great danger of giving 
the impression of conventional eulogy—a risk 
which no one who knew him well would willingly 
ineur. But bearing this in mind, and realizing 
the uncertainty of prophecy, we feel quite justi- 
fied in believing that what Osler, the pathologist, 
was to the preceeding generation, Francis Pea- 
body, the physiologist, would have been to our 
own. For, far as he had gone, he died in full 
flight—growing in strength, the capacities of his 
heart and mind still unfolding. 

These things are recorded; for the true his- 
tory of a University lies in the achievements 
of its distinguished men. But to those who were 
his associates and friends the material facts of 
his career seem hardly more than incidental to 
the real meaning of his life. For, as Carlyle 
says of Schiller, ‘‘the man’s heart, which few 
knew, was as true and noble as his genius, which 
all knew’’. No reading of his works, no study 
of his outward accomplishments, no appraisal 
of the high places which he held ean give a 
measure of his worth. The quality of his spirit 
is perhaps best witnessed by the last paragraph 
of his own paper on the ‘‘Care of the Patient’’: 


“The good physician knows his own patients 
through and through, and his knowledge is bought 
dearly. Time, sympathy and understanding must be 
lavishly dispensed, but the reward is to be found in 
that personal bond which forms the greatest satis- 
faction of the practice of medicine. One of the es- 
sential qualities of the clinician is interest in hu- 
manity, for the secret of the care of the patient is 
in caring for the patient.” 


These, his own words, describe his relationship 
to his work more accurately than any we can 
substitute. He gave himself lavishly and was 
made happy by the good he did to others; and 
he loved his fellows with a grave and tender 
wisdom which included their minds and their 
Spirits in his ministrations, as well as their 
bodies. 

Small wonder that a man possessing this hap- 
py combination of gifts should prove an inspir- 
ing teacher. Youth is critical and pitilessly keen 
to discern pedantry and fatuousness, however 
clothed in learning. And great teaching—how- 
ever pedagogy may reorganize it—will always, 
like great medical practice, be a personal matter. 
The students who competed for admission to his 
courses, who voted his work the most profitable 
of their apprenticeship, who brought to him for 
his scrutiny and counsel their perplexities and 
tribulations, who came in great numbers, dry- 
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eyed, as he would have had them, to do him 
homage at the service in King’s Chapel—the 
medieal students of Harvard knew him at his 
true value; and theirs, indeed, is the greatest 
loss, for they must do without the wise compan 
ion in patient study who would have remained 
young with them though he had lived to four- 
score years; and through them is the greatest 
loss, for in each of them something of his spirit 
went out into the world. 


One tries to see his life as a whole, one search- 
es one’s memory for contacts and episodes to 
make sure that—were he looking over one’s 
shoulder—he would not find one guilty of what 
he hated most, overstatement and fulsomeness. 
But one gathers only wonder at the inner sym- 
metry of intelligence and heart which made his 
life a blessing and his death an inspiring lesson. 
Indeed, the proof of a man’s life—how much has 
been the living of a formula and how much an 
inward light—may often be found in the manner 
of his facing death. For courage is still, as it 
has always been, a thing of great beauty, that 
springs, whatever its form of expression, from 
an inner source of moral power. We wish, for 
ourselves and the ordinary human being, a swift 
and merciful death, which is most easily sup- 
ported with dignity and composure. For him 
we would not have had it other than it came. 
Those who were fortunate in seeing him during 
those eighteen months when he and death sat 
face to facee—who dreaded their first visits and 
came out glad and inspired with a new faith in 
the nobility and courage to which rare men can 
attain—these know that the ugliness and cruelty 
of death were defeated. Death had no triumph, 
and he died as he had lived—with patience and 
love and submission in his heart, with the simple 
faith of a trustful child, and the superb gallan- 
trv of a great soul. 


Francis Prasopy 
Born—November 24, 1881. 
Degrees—A.B., Harvard, 1903. 

M.D., Harvard, 1907. 
Positions— 


Intern, Massachusetts General Hospital, 1907-1908. 

Assistant Resident Physician, Johns Hopkins Hospi- 
tal, 1908-1909. 

Pathology, Johns Hopkins Hospital, 1909- 

Student of Chemistry, University of Berlin, 1910. 

Assistant Resident Physician, Hospital of the Rocke- 
feller Institute, 1911-1912. 

Assistant of the Rockefeller Institute, 1911-1912. 

Resident Physician, Peter Bent Brigham Hospital, 
1913-1915. 

Member Red Cross Commission to Roumania, 1917. 

Assistant Professor of Medicine, Harvard Medical 
School, 1915-1920. 

Physician, Peter Bent Brigham Hospital, 1915-1921. 

Consulting Physician, The Collis P. Huntington Me- 
morial Hospital, 1915-1921. 

Associate Professor of Medicine, Harvard Medical 
School, 1920-1921. 

— of Medicine, Harvard Medical School, 

Visiting Physician, Boston City Hospital, 1922- 


| Member China Medical Board of the Rockefeller 


Foundation, 1921-1922. 
Director of Thorndike Memorial Laboratory, 1922- 
Consulting Physician, Peter Bent Brigham Hospital, 
1922- 
Member Board of Scientific Directors of the Rocke- 
feller Institute, 1926- 
Visiting Professor of Medicine, Peking Union Medica] 
College, September, 1921-February, 1922. 


PUBLICATIONS 


1. On the value of malachite green media in differ- 
entiating typhoid and colon bacilli with the 
description of a new method for isolating typhoid 
bacilli from feces. 

With J. H. Pratt. 
Boston M. and S. J., 1908, clviii, 213. 
Ueber den Wert von Malachitgrunnahrboden zur 
Differenzierung von Typhus- und Colonbacillen. 
Beschreibung einer neuen Methods zur _ Isolie- 
rung von Typhusbacillen aus dem Stuhl. 
With J. H. Pratt. 
Centralb. f. Bakteriol., 1907, xlv, 550. 

2. The Occurrence of typhoid bacilli in the stools 
of typhoid patients. 

With J. H. Pratt and A. D. Long. 
J. A. M. A., 1907, xlix, 846. 
3. The Diagnosis of typhoid fever by cultures from 
the blood of the ear. 
Arch. Int. Med., 1908, i, 149. 
4. The Bacttriologic diagnosis of typhoid fever. 
J. A. M. A., 1908, li, 978. 
5. A Note on the venous pulse in paroxysmal tachy- 
cardia. 
Arch. Int. Med., 1909, iv, 432. 
6. Heart-block associated with infectious diseases. 
Arch. Int. Med., 1910, v, 252 

7. A Study of two cases of Adams-Stokes’ syndrome 

with heart-block. 
With W. S. Thayer. 
Arch. Int. Med., 1911, vii, 289. 

8. Epidemic poliomyelitis: the visceral lesions of 
human cases. 

With Simon Flexner and George Draper. 
J. A. M. A., 1912, lviii, 109. 

9. A Study of the cerebrospinal fluid and blood in 

acute poliomyelitis. 
With George Draper. 
Am. J. Dis. Child., 1912, iii, 153. 

10. A Clinical study of acute poliomyelitis. 

With George Draper and A. R. Dochez. 
Monographs of the Rockefeller Institute, 
1912, No. IV. 
11. The Pathology of acute poliomyelitis. 
New York State J. M., 1912. 

12. The Carbon dioxide content of the blood in pneu- 
monia. 

J. Exper. Med., 1912, xvi, 701. 

13. Studies of the inorganic metabolism in pneumo- 
nia, with especial reference to calcium and mag- 
nesium. 

J. Exper. Med., 1913, xvii, 71. 
14. The Action of pneumococcus on blood. 
With E. E. Butterfield. 
J. Exper. Med., 1913, xvii, 587. 

15. The Oxygen content of the blood in rabbits in- 
fected with pneumococcus. 

J. Exper. Med., 1913, xviii, 1. 

16. The Oxygen content of the blood in lobar pneu- 
monia. 

J. Exper. Med., 1913, xviii, 7. 

17. A Comparison of methods of obtaining alveolar 
air. 

With W. W. Boothby. 
Arch. Int. Med., 1914, xiii, 497. 
18. Studies on acidosis and dyspnea in renal and 


cardiac disease. 
Arch. Int. Med., 1914, xiv, 236. 
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19. 


20. 


21. 
22. 


23. 


24. 


25. 
26. 


27. 


28. 


29. 


30. 


31. 


32. 


37. 


38. 


Clinical studies on the respiration. No. I. The 
effect of carbon dioxid in the inspired air on 
patients with cardiac disease. 

Arch. Int. Med., 1915, xvi, 846. 
Clinical studies on the respiration. No. II. 
acidosis of chronic nephritis. 

Arch, Int. Med., 1915, xvi, 955. 
Observations on cardiac dyspnea. 

Tr. Assn. Am. Phys., 1915, xxx, 20. 
Some aspects of the clinical study of the respira- 
tion: the significance of alveolar air analyses. 

Am. J. Med. Sc., 1916, cli, 184. 

A Study of acidosis in three normal subjects, 
with incidental observations on the action of 
alcohol as an antiketogenic agent. 

With H. L. Higgins and R. Fitz. 

J. M. Res., 1916, xxxix, 263. 
Clinical calorimetry. Sixteenth paper. The 
Basal metabolism of patients with cardiac and 
renal disease. 

With A. L. Meyer and Eugene F. DuBois. 

Arch. Int. Med., 1916, xvii, 980. 
Tests of renal function from the standpoint of 
the general practitioner. 

Boston M. and S. J., 1916, clxxv, 158. 

Some of the factors in the production of cardiac 
dyspnea. 

J. A. M. A., 1916, Ixvii, 1136. 

The vital capacity of the lungs, and its relation 
to dyspnea in heart disease. 

With John A. Wentworth. 

Tr. Assn. Am. Phys., 1916, xxxi, 433. 
Recent advances in the study of heart disease 
and their significance to the general practitioner 
of medicine. 

Wisconsin M. J., 1917, xv, 255. 

A Report of the Harvard Infantile Paralysis 
Commission on the diagnosis and treatment of 
acute cases of the disease during 1916. 

Boston M. and S. J., 1917, clxxvi, 637. 
Clinical studies on the respiration. No. III. A 
mechanical factor in the production of dyspnea 
in patients with cardiac disease. 

Arch. Int. Med., 1917, xx, 433. 
Clinical studies on the respiration. No. IV. The 
vital capacity of the lungs and its relation to 
dyspnea. 

With John A. Wentworth. 

Arch. Int. Med., 1917, xx, 443. 
Clinical studies on the respiration. No. V. The 
Basal metabolism and the minute-volume of the 
respiration of patients with cardiac diseuse. 

With John A. Wentworth and Bertha I. 

Barker. 
Arch. Int. Med., 1917, xx, 468. 


The 


33. Relation of vital capacity of lungs to clinical 


condition of patients with heart disease. 
With Charles W. McClure. 
J. A. M. A., 1917, Ixix, 1954. 


. Report on the treatment of myelogenous leuke- 


mia with radium. 
Boston M. and S. J., 1917, elxxvii, 873. 


. Cardiac dyspnea. 


Am. J. Med. Sc., 1918, clv, 100. 


. The Basal metabolism in cases of the “Irritable 


heart of soldiers”. 
wie Joseph T. Wearn and Edna H. Tomp- 
kins. 
Med. Clin. N. Amer., 1918, 507. 
Effects of the injection of epinephrin in soldiers 
with “Irritable Heart”. Preliminary Note. 
With Harry D. Clough, Cyrus C. Sturgis, 
Joseph T. Wearn and Edna H. Tomp- 


kins. 
J. A. M. A., 1918, Ixxi, 1912. 
Some lessons of the war in the field of cardiac 
disease. 
Med. Clin. N. Amer., 1919, ii, 1469. 


39. 
40. 


41. 


46. 


47. 


48. 


49. 


Respiration in disease. 
The Oxford Medicine, 1920, i, 399. 
Cardiac Dyspnea. 
Nelson Loose-Leaf Living Medicine, 1920, iv, 
301. 


Epinephrin hypersensitiveness and its relation 
to hyperthyroidism. 
With Cyrus C. Sturgis, Edna H. Tomp- 
kins and Joseph T.. Wearn. 
A. J. Med. Sc., 1921, clxi, 508. 


. Clinical Studies on the respiration. VII. The 


effect of general weakness and fatigue on the 


vital capacity of the lungs. 


With Cyrus C. Sturgis. 
Arch. Int. Med., 1921, xxviii, 501. 


. The Vital capacity of the lungs in heart disease. 


Med. Clin. N. Amer., 1921, iv, 1655. 


. Acute poliomyelitis. 


The Oxford Medicine, 1921, v, 107. 


. A Report of the Harvard Infantile Paralysis 


Commission on the diagnosis of acute cases in 
1920, with special reference to the incidence of 
cases without paralysis. 

Boston M. and S. J., 1921, clxxxv, 174. 
Clinical Studies on the respiration. VIII. The 
relation of dyspnea to the maximum minute- 
volume of pulmonary ventilation. 

With Cyrus C. Sturgis, Francis C. Hall and 

Frank Fremont-Smith. 
Arch. Int. Med., 1922, xxvi, 236. 
Clinical studies on the respiration. IX. The 
effect of exercise on the metabolism, heart rate 
and pulmonary ventilation of normal subjects 
and patients with heart disease. 

With Cyrus C. Sturgis and with the assist- 
ance of Bertha I. Barker and Mar- 
garet N. Read. 

Arch. Int. Med., 1922, xxvi, 277. 
The Effect of pulmonary congestion on the ven- 
tilation of the lungs. 

With Cecil K. Drinker and Herfmann L. 
Blumgart. 

J. Exper. Med., 1922, xxxvi, 77. 
The Metabolism in diseases of respiration and 
circulation. 

With Edna H. Tompkins. 

Endocrinology and Metabolism, 1922, iv, 
541 


. The Physician and the Laboratory. 


Boston M. and S. J., 1922, clxxxvii, 324. 


. The Department of Medicine at the Peking Union 


Medical College. 
Science, 1922, lvi, 317. 


. The Clinical Importance of the vital capacity of 


the lungs. 
Addresses and Papers, Dedication Ceremo- 
nies and Medical Conference, Peking 
Union Medical College, September 
15-22, 1921, Peking, China, 1922. 


. The Function of a Municipal Hospital. 


Boston M. and S. J., 1923, clxxxix, 125. 


. The Clinical importance of the vital capacity of 


the lungs. 
Northwest Med., 1923, xxii, 307. 


. The Opportunity of the Section on Medical Sci- 


ences. 
Science, 1924, lix, 136. 


. The Diagnosis and treatment of cardiac neuroses. 


Northwest Med., 1924, xxiii, 103. 


. Phagocytosis of erythrocytes in pernicious ane 


mia. Preliminary Note. 
With G. O. Broun. 
J. A. M. A., 1924, Ilxxxii, 963. 


" Thorndike Memorial Laboratory. 


Methods and Problems of 
1924 (first series), 1 


. The Aspects of the respiration referable to the 


lungs. 
Tr. Aon. Am. Phys., 1924, waite. 52. 


S 
|| 
| 
|| 
|| 
|| 
| 
= 
|| 
50 
= 
52 
| 
| 
| 
| = 57 
58 
| 


| 
| 


1292 


EDITORIAL DEPARTMENT 


Boston M. & S. Journal 
January 5, 1928 


60. Blood pigments in pernicious anemia. 
With G. O. Broun, Olivia Ames, and Sylvia 
Warren. 
J. Clin. Investigation, 1925, i, 295. 
61. Certain clinical aspects of pulmonary emphysema. 
Med. Clin. N. Amer., 1925, viii, 1431. 
62. Phagocytosis of erythrocytes in the bone marrow 
with special reference to pernicious anemia. 
With G. O. Broun. 
Am. J. Path., 1925, i, 169. 


63. A Case of diabetes insipidus. 
Tr. Assn. Am. Phys., 1925, xl. 


64. Instructions for Clinical Clerks. 
Hospital, Fourth Medical Service. 
65. A Study of 500 admissions to the Fourth Medica] 
Service, Boston City Hospital. Foreword. 
Boston M. and S. J., 1925, exciii, 629. 
66. The Function of the Hospital dietitian. 
J. Am. Diet. Asso., 1925, i, 82. 
67. A Study of hyperplasia of the bone marrow in 
man. 
Am. J. Path., 1926, ii, 487. 


Boston City 


NEWS ITEMS 


THE WILLIAM H. WELCH MEDICAL LIBRARY 


Work has already been started on the foundations 
for the new William H. Welch Medical Library at 
Johns Hopkins University. It will be situated on the 
corner of Wolfe and Monument Streets, in close con- 
tact with the rest of the Johns Hopkins Medical 
School and Hospital. The architecture is in the Re- 
naissance style and the building, consisting of three 


The General Education Board of New York has 
made a single gift of $750,000 and has agreed to give 
an additional $250,000 for maintenance of the library 
and of the chair of the history of medicine on condi- 
tion that the University raise $500,000. Dr. William 
H. Welch, Director of the Library and Professor of 
the History of Medicine at Johns Hopkins University, 
is now in Europe studying medical libraries and col- 
lecting books. It is expected that the new library 


stories and a basement, will be of granite and gray will be ready for occupancy by October, 1928. 


~ awe 


Indiana limestone. The ground floor is to be occu- 
pied by the rough workrooms of the Library and a 
special department for cataloguing and binding books. 
A main staircase of marble leads up from the center 
of the ground floor, dividing in two on a half-landing. 
On this landing, in a niche, will be placed a bust of 
Dr. Welch. The second floor will be partly occupied 
by a wide hallway running across the front of the 
building. On this floor also will be the Librarian’s 
rooms and a general reading room, as well as a large 
reception room and a room for small entertainments. 
The third floor will be given up entirely to the his- 
tory of medicine. There will also be a wide corridor 
across the front of the building on this floor and at 
either end study rooms, the Director’s rooms and a 
small lecture hall seating about one hundred persons. 
The stack is to be in the rear center of the building, 
going up through the three stories; there will be 
room for 483,000 volumes. Various study alcoves are 
to - placed on each floor in close relation to the 
stacks, 


WILLIAM H WELCH MEDICAL -LIBRARY-- JOHNS - 


HOPKINS - UNIVERSITY: - BALTIMORE “MARYLAND 


The Library, in addition to being the general li- 
brary for the Hospital and Medical School, has the 
unique feature of a whole floor devoted to the history 
of medicine. We have nothing in this country with 
which to compare this part of the library, except, 
perhaps, the Surgeon General’s Library, which, al- 
though rich in material, is sadly lacking in facilities 
for students who wish to do research in the growing 
field of medical history. The William H. Welch 
Medical Library, under the guidance of Dr. Welch, 
will be in a splendid position to offer exceptional 
opportunities to students, both undergraduate and 
postgraduate. 


BOSTON DOCTORS WILL DELIVER ADDRESSES 
BEFORE THE NEW YORK ACADEMY OF MEDI- 
CINE—On Thursday evening, January 5, 1928, Dr. 
Hans Zinsser will speak at the stated meeting of the 
Academy “On the Significance of Bacterial Allergy in 
Infectious Diseases.” 

On the evening of January 6 Dr. Daniel F. Jones 
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will speak before the Section of Surgery on “The 
Operative Treatment of Cancer of the Rectum”, and 
on the evening of January 13 Dr. George L. Tobey, 
Jr., will speak on the “Diagnosis and Treatment of 
Infections of the Lateral Sinus”. 


APPOINTMENT OF DR. C. A. BONNER—Dr. 
Clarence Alden Bonner, Chief Executive Officer of the 
Boston Psychopathic Hospital, has been appointed 
Superintendent of the Danvers State Hospital, Ha- 
thorne, Mass. 


NOTICES 


A CELEBRATION OF THE ONE HUNDREDTH AN: 
NIVERSARY OF THE FIRST ISSUE OF THE 
BOSTON MEDICAL AND SURGICAL JOURNAL 


An invitation is extended to all members of the 
Massachusetts Medical Society through this notifica- 
tion to attend a dinner in commemoration of the One 
Hundredth Anniversary of the first issue of the 
Boston MEDICAL AND SurGicaL JouRNAL, February 
19th, 1828, to be held at the Hotel Somerset on Satur- 
day, February 18th, 1928, at seven o’clock. Subscrip- 
tion $5.00 for each person. Acceptances, with sub- 
scription, must be received by the Boston MeEpICcAL 
AND SuRGICAL JOURNAL, 126 Massachusetts Avenue, 
Boston, Mass., before February 1st, 1928. 


UNITED STATES PUBLIC HEALTH SERVICE 


CHRONOLOGICAL LIST OF CHANGES OF DUTIES AND Sta- 
TIONS OF COMMISSIONED AND OTHER OFFICERS OF THE 
Unirep STATES Pustic HEALTH SERVICE 


DECEMBER 14, 1927 


Assistant Surgeon General Thomas Parran, Jr. 
Directed to proceed from Washington, D. C., to New 
York, N. Y., and return, in connection with venereal 
disease control studies being conducted by the Public 
Health Service. December 7, 1927. 

Past Assistant Surgeon G. H. Faget. Directed to 
proceed from Ft. Stanton, N. Mex., to Clovis, N. Mex., 
and return, to attend meeting of the Pecos Valley 
Medical Association, and present an exhibit at the 
meeting on December 12-14. December 7, 1927. 

A. A. Surgeon Albert S. Gray. Directed to proceed 
from New York, N. Y., to Washington, D. C., and re- 
turn, during the week beginning December 11, 1927, 
in connection with industrial hygiene investigations. 
December 8, 1927. 

P. A. Dental Surgeon (R) A. T. Ellison. Relieved 
from duty at Norfolk, Va., and assigned to duty at 
Marine Hospital No. 70, New York, N. Y. December 
10, 1927. 

Surgeon W. S. Bean. Directed to proceed from 
Ellis Island, N. Y., to Chattahoochee, Fla., to accom- 
pany patient to Florida State Hospital. December 
10, 1927. 

Assistant Surgeon General F. A. Curmelia. Di- 
rected to proceed from Washington, D. C., to Curtis 
Bay, Baltimore, Md., thence to accompany quarantine 
tug to Ft. Monroe, Va. December 12, 1927. 

Surgeon G. C. Lake. Directed to proceed from Sta- 
pleton, N. Y., to Washington, D. C., and return, in 
connection with venereal disease control measures. 
December 12, 1927. 


DECEMBER 21, 1927 


Surgeon W. H. Frost. Directed to proceed from 
Baltimore, Md., to Lexington, Va., via Lynchburg, Va., 
and return, for conference with State. Health Officers 


regarding outbreak of poliomyelitis at Virginia Mili- 
tary Institute. December 13, 1927. 

Surgeon J. G. Wilson. Directed to proceed from 
El Paso, Tex., to Columbus, New Mex., and such other 
points as may be necessary, and return, to investigate 
a reported outbreak of smallpox in the vicinity. 
December 14, 1927. 

Surgeon J. D. Long. Directed to proceed from Bal- 
boa Heights, Canal Zone, to Washington, D. C., for 
instructions preliminary to attending the Sixth In- 
ternational Conference of American States to be held 
in Havana, Cuba, January 16, 1928, and thence to 
Havana, Cuba, to attend this conference. December 
15, 1927. 

A. A. Surgeon M. A. Roe. Relieved from duty at 
Chicago, Ill., and assigned to duty at M. H. No. 19, 
San Francisco, California. December 16, 1927. 

Surgeon L. L. Williams, Jr. Directed to proceed 
from Richmond, Va., to Washington, D. C., on Decem- 
ber 19, and return, for conference with Director of 
Bureau of Standards, regarding screen door tests in 
connection with malaria studies. December 17, 1927. 

Also, directed to proceed to Washington, D. C., on 
December 22, 1927, to confer with Bureau officials in 
connection with malaria investigations. | December 
20, 1927. 

BOARDS CONVENED 


Board ot medical officers convened to meet at 
Marine Hospital No. 70, 67 Hudson St., New York, 
on December 19, 1927, to re-examine candidate in 
Coast Guard for promotion. 

Detail for Board: 

Surgeon P. M. Stewart, 
Assistant Surgeon C. D. Kosar. 

Official : 

H. S. CuMMING, Surgeon General. 


REPORTS AND NOTICES OF 
MEETINGS 


THE NEW YORK CITY TUBERCULOSIS AND 
HEALTH CONFERENCE 


The New York City Tuberculosis and Health Con- 
ference was opened on Wednesday, November 16, at 
the Biltmore. Dr. Walter H. Conley, General Medical 
Superintendent of the Department of Public Welfare, 
acted as chairman. Dr. Lawrason Brown, Chairman 
of the Medical Board of the Trudeau Sanatorium, was 
the first speaker, his subject being “Instructing the 
Tuberculosis Patient Under Institutional Care to 
Assure Permanency of Recovery”. Dr. Brown stated 
that it had been his experience that most relapses 
occur within two years from the time of discharge. 
Because of this, classes have been formed for the 
instruction of patients ready for discharge and the 
importance of after-treatment has been emphasized. 
Ultimate results depend chiefly on the mentality of 
the patient, a questionable factor even in supposedly 
intelligent persons. If the interest of the patient can 
be secured so that he asks questions, the physician’s 
task is made easier. 

The discussion was opened by Dr. Edward S. Mc- 
Sweeney, Medical Director of the New York Tele 
phone Company, who stated that, in his opinion, the 
chief factor in the care of patients is to teach them 
how to live. Dr. McSweeney believes that the sana- 
torium usually does its work well, but stated that 
difficulties often arise after the patient leaves the 
sanatorium, for his inclination is to make up for the 
time spent there by indulging in a more strenuous 
life than before. A prolonged period of well-con 
ducted and well-regulated after-life is essential if 
permanent results are to be attained, but this does 
not mean that the patient must necessarily lead an 
invalid’s life. | 

Dr. Anderson, Superintendent of the Loomis Sana- 
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torium, continued the discussion. He stated that 
there should be associated with each sanatorium a 
physician with teaching ability to instruct the pa- 
tients regarding their after-life, but agreed with Dr. 
Brown that much depends on the patient’s learning 
capacity. Permanent recovery exacts a price from 
the patient but when the price is paid there is a fair 
chance that tuberculosis will not recur. A 

A symposium on “Medical Education Opportunities 
in Tuberculosis Institutions” by Dr. Geza Kremer, 
Medical Superintendent, Sea View Hospital, Staten 
Island, New York City, followed. Dr. Kremer 
lamented the lack of coéperation between the general 
practitioners and Tuberculosis Institutions stating 
that practitioners often fail to avail themselves of 
opportunities in the Sanatoria. He suggested that 
some arrangement for a closer affiliation between the 
students and tuberculosis hospitals be made and rec- 
ommended post-graduate work in bacteriological and 
x-ray laboratories. 

Dr. George Ornstein, Attending Physician, Metro- 
politan Hospital, New York City, stated that patients 
often pass from one physician to another, with the 
result that varied diagnoses are secured and that the 
disease" has often progressed to the advanced stage 
before the proper diagnosis is made. General prac- 
titioners should be able to recognize early tuberculo- 
sis. Patients suffering from tuberculosis need not 
always leave home for, although some require a cry 
climate, others improve in a climate not so dry and 
still others mend more rapidly at home than else- 
where. Dr. Ornstein reported that patients are usu- 
ally willing to be examined by students and fre- 
quently enjoy discussing their cases with some one 
who understands. 

Dr. Grant Thorburn, Visiting Physician, Tubercu- 
losis Service, Bellevue Hospital, New York City, 
stated that the City Sanatoria offer educational ad- 
vantages for physicians, nurses and patients. If 
students learn the proper technique for making ex- 
aminations and possess a working knowledge of 
tuberculosis, diagnoses will often be made before 
physical signs are present. 

Dr. Foster Murray, Attending Physician, Municipal 
Sanatorium, Otisville, New York, stated that educa- 
tional advantages vary according to the location of 
the institution. It is his opinion that Manhattan is 
best for the education of students and that Otisville 
presents very excellent opportunities for post-gradu- 
ate study. six-month post-graduate’ internship 
is available together with an opportunity for learning 
diagnosis and details for management and treatment 
of patients. Dr. Murray believes that physicians 
should apply for service in city clinics and that post- 
graduate service in tuberculosis should be required. 
If this were done, students would be better trained 
for their chosen profession. 

Dr. Linsly R. Williams, Managing Director, Na- 
tional Tuberculosis Association, stated that the audi- 
ence which attended tuberculosis lectures was gener- 
ally made up of specialists rather than of general 
practitioners. He suggested that extra interns should 
be admitted to Tuberculosis Sanatoria or that the 
general practitioner should in some way be given 
opportunity to learn more about tuberculosis. Exam- 
ination of a patient may today reveal no symptoms of 
tuberculosis, but in ten days advanced symptoms may 
he discovered, If general practitioners secure the 
necessary information about tuberculosis their pa- 
tients will usually have complete confidence in them. 
This is without doubt a most important factor in 
building up one’s practice. The National Tuberculo- 
sis Association Is now conducting a campaign for 
early diagnosis. 

The Scientific Session was scheduled for 8:30 P. M. 
and Was open to all interested in tuberculosis and 
publie health, Dr. Henry S. Patterson, President of 
the Medical Society of the County of New York, read 
the Hermann M. Biggs Memorial Tuberculosis Lec- 


ture by Dr. Allan K. Krause, Director of the Kenneth 
Dows Foundation for Tuberculosis Research and As- 
sociate Professor of Medicine, Johns Hopkins Univer- 
sity. The paper by Dr. Krause was entitled “Tuber- 
culosis and Public Health”. <A brief resumé follows: 

Disease has been believed to be the will of God and 
it would at one time have been considered sacrilege 
to attempt to control it. Today our defense is not 
perfect but advancement has been notable. Youths 
of 1927 can hardly realize what tuberculosis of thirty 
years ago really was. That our cities are the breed- 
ing grounds for tuberculosis is, according to Dr. 
Krause, unquestioned. Why does it seem to become 
rooted in all members of some communities? Be- 
cause, in the opinion of many, it is a penalty exacted 
by higher civilization. But our age-long susceptibil- 
ity is declining. In 1924 the urban death-rate had 
fallen considerably, but the rural death-rate is even 
now steadily growing. Some contend that people 
from the city are responsible for the increase in the 
rural death-rate from tuberculosis. This, however, 
has proved to be erroneous. From 1916 to 1921 there 
was a 12.6 per cent. increase in rural tuberculosis 
although there was a striking reduction in the cities, 
particularly in New York and Chicago. During the 
years 1815 to 1825 conditions in factories were a 
menace, and from 1825 to 1840 became a real problem. 
People throughout New England were leaving the 
country and moving to the larger centers. In 1830 
immigration added to the complexity of the situation. 
Often the better class of immigrants moved West. 
Conditions in the mills became worse. Sanitation 
had not progressed and ventilation was poor. It is 
said that Lowell mills did not have more than one- 
eighth of the normal air space. But modern sanita- 
tion has changed all this and modern hygiene in the 
home has helped in the promotion of modern public 
health. There is not a single community that has 
not been benefited by it. The sanatorium has played 
an important part. The treatment of early cases 
has proved valuable and open windows have done 
much to combat this dread disease. Health for 
health’s sake? No, health as a means. 


HARVARD MEDICAL SOCIETY 


The Harvard Medical Society held a meeting at 
the Peter Bent Brigham Hospital on December 13, 
1927, at 8:15 o’clock. Dr. Taylor, formerly Professor 
of Neurology at the Harvard Medical School, pre- 
sided. After the presentation of two cases, Dr. Walter 
B. Cannon, Professor of Physiology at the Harvard 
Medical School, spoke on “Neural Organization for 
Emotional Expression and Some Inferences There- 
from.” 


The first case was presented by Dr. Taylor, medical 
house officer. The patient entered the hospital for 
the first time some four years after a nervous break- 
down and a cold lasting two weeks with some fever. 
She had noticed a rigidity of her muscles, a mask- 
like appearance to her face, and a monotone charac- 
ter to her speech which came slowly. Treatment with 
hyoscin improved her condition as it again did after 
removal to a convalescent home and subsequent re- 
admission. She was again discharged and after a 
period of work she became almost an invalid with 
increased difficulty in walking, carrying her arms 
constantly flexed, and suffering with pains in her 
legs. 

The diagnosis of Parkinsonian disease was made 
by observation. The patient showed a general rigidi- 
ty, mask-like expression with difficulty in opening her 
mouth and protruding the tongue. The retinae 
showed a paleness on the temporal sides of the discs, 
and the power of convergence was somewhat lost. 
She had a monotone speech, increased deep reflexes, 
and a rigidity and tremor. The laboratory findings 
were practically normal. Sedatives were used in the 
treatment. 
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After this presentation Dr. Bailey made some per- 
tinent remarks on encephalitis and Dr. Levine re- 
viewed the evolution of this disease in the last eight 
years from encephalitis lethargica through the myo- 
clonic and active forms to the present Parkinsonian 
type. 


The second case of a brain tumor with character 
changes was presented by Dr. McLean. The patient, 
a Canadian of 39, came into the hospital about 18 
months ago complaining of headache and an inability 
to see when looking towards the left. Neurological 
examination revealed a left homonymous hemianop- 
sia, a bilateral choked disc of about two diopters, 
positive Babinski on the left side and a left ankle 
clonus. He was operated on ten days after entry 
and a temporal glioma was found and removed. The 
patient progressed fairly well until three months ago 
when he again began having headaches. His hemi- 
anopsia has never cleared. He was again operated on 
and a glioma the size of a small orange removed. 
The patient is now feeling well. 

Dr. Cushing in a discussion with the patient elicited 
the tendency to jocosity often seen in these cases. 


Dr. Cannon in his talk stated that emotions were 
always of great interest, forming a common meeting 
ground for biologists, philosophers, and moralists. 
As a typical emotion Dr. Cannon discussed “rage.” 

Rage like all emotions has several fundamental 
characteristics. It is first an inborn reaction. It is 
a prompt response, a constant and uniform response. 
It is a reaction understood by all people and by lower 
animals. It is a permanent state, the same reaction 
being obtained in the man as when he was a boy. 
It is a utilitarian response as shown by the glyco- 
genolysis in the liver, the dilation of the bronchioles, 
the more rapid heart rate when rage is felt. 

The question which arises is whether these emo- 
tions are similar to reflexes and if the basis for re- 
action lies in the cortex, brain, or cord. 

Experiments have proved that the cord is not the 
seat of the response. A decorticated dog still ex- 
hibited the reactions of rage and fear. Additional 
evidence is obtainable by showing that under anaes- 
thesia, when the cortical control is gone, the emo- 
tions still are exhibited. In hemiplegia the whole 
face responds to joy or sadness. In pseudobulbar 
palsy the face reacts to joy and rage, but to no other 
expressions. These and many other examples show 
that the cortex does not control emotions. 

More experiments have shown that the center for 
emotions lies in the sub-thalamic region in the dien- 
cephalon. 


Dr. Cannon then discussed the James-Lange theory 
of emotion, and showed where, in the light of re- 
cent experiments, it was untenable. Lange had pos- 
tulated that all emotions were due to vascular 
changes, while James had gone further and ascribed 
emotions due to changes in all parts of the body, 
assuming visceral and postural factors. Dr. Cannon 
had removed all connections of the brain with the 
rest of the body and demonstrated that the dog still 
showed emotions of pleasure and rage. He also 
pointed out that not only are the viscera relatively 
insensible with few afferent nerve fibers, but also 
that the latent periods of visceral changes are so 
slow as to preclude their foundation for a quick emo- 
tional change. As regards the postural factors 
Head and his co-workers in studying patients with 
unilateral lesions of the thalamus have shown that 
these can be ruled out because sensations which 
arise in postural feelings are lost in what is called 
increased “feeling tone.” In this the patient gets 
an exaggerated response to small stimuli such as a 
warm test-tube applied to the affected side. 

Having destroyed the old theory Dr. Cannon pro- 
ceeded to build a new theory which he called the 
“Thalamic theory of emotion.” This theory is based 


on two premises. The first postulates neuron pat- 
terns in the thalamus. Responses are the results 
of these patterns which are found in brains of lower 
animals also. The second premise states that 
processes which go on in the thalamus originate in 
feeling activity in the thalamus, and result in the 
“feeling tone,” referred to above, and differing by 
the various neuron patterns brought into action. One 
must not allow other changes such as glandular 
disturbances to lead one to obscure and faulty con- 
clusions. 

Dr. Cannon showed that the James-Lange theory 
does not explain unilateral feeling. Another objec- 
tion to it is that it is concerned only with the sen- 
sory side of emotions with little attention to the 
impulsive aspects which certainly exist. One argu- 
ment for it is that it accounts for the subtler emo- 
tions in which no visceral or postural changes are 
noted. 

Much interesting discussion followed Dr. Cannon’s 
explanation and arguments. Drs. Cushing, Bailey 
and Taylor took the lead in reconciling the theories 
with clinical aspects such as encephalitis in its vari- 
ous forms and sequelae, brain tumors, and unilateral 
brain lesions. 


NEW ENGLAND HEART ASSOCIATION 


The New England Heart Association will meet on 
January 19, 1928, at 8 P. M. in John Ware Hall of the 


Boston Medical Library, 8 The Fenway, Boston, 
Mass. 
1. Effects of Accidents on Cardiac Employees. 


Dr. W. Irving Clark, Worcester, Mass. 

2. Accidents and Heart Disease from the Insur- 
ance Company’s Point of View. Gay Gleason, Esq., 
Boston, Mass. 

3. Accidents and Heart Disease from the Court’s 
Point of View. Commissioner Frank J. Donahue, In- 
dustrial Accident Board, Commonwealth of Massa- 
chusetts. 


MEDICAL RESERVE CORPS 


The January meeting of the Winter Training 
Course. for Officers Medical Section, Organized Re- 
serves, U. S. Army, in Boston and vicinity will be 
held on the 11th at the University Club, 40 Trinity 
Place, Boston, Mass. 

The meeting will begin promptly at 8:00 P. M. The 
room number will be on the Announcement Board 
at entrance on first floor. Officers attending the 
meeting will be given credit for participation in 
military activities. 

Wma. A. MURPHY, 
Major, M. C, (DOL), Instructor. 


MASSACHUSETTS GENERAL HOSPITAL 


Staff Meeting, Moseley Memorial Building, Thurs- 
day, January 12, 1928, at 8:15 P. M. 

1. Demonstration of Cases. 

2,- Fracture Service: (a) The Fracture Service of 
the Massachusetts General Hospital. Dr. Daniel Fiske 
Jones. (b) Fascial Transplants in Fracture Treat- 
ment. Dr. Arthur W. Allen. 

3. Orthopaedic Service. 
Dr. Nathaniel Allison. 

Physicians, students and nurses are cordially in- 
vited to attend. 


Diagnosis in Arthritis. 


HARVARD MEDICAL SOCIETY 


The next regular meeting of the Harvard Medical 
Society will be held as usual in the Amphitheatre 
of the Peter Bent Brigham Hospital, Tuesday eve- 
ning, January 10, at 8:15 p. m. The program follows: 

1. Presentation of Cases. 

2. Dr. Reginald Fitz. The Modern Young Thing. 

3. Dr. Harvey Cushing. Who put the fox in 
foxblood? 


Percival BaiLey, Secretary. 
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SOCIETY MEETINGS 


January 10—Harvard Medical Society. Detailed notice 
appears on page 1295 this issue. 
January 11—Meeting of the Winter Training Course, 
Medical Reserve Corps. Detailed notice appears on page 
1295, this issue. 
January 12—Massachusetts General Hospital Staff meet- 
ing. Complete notice appears on page 1295, this issue. 
January 19—New England Heart Association. Detailed 


notice appears on page 1295, this issue. 
January, February, March and April, 1928—Last ate 
day at 11 A Cheever Amphitheatre, Staff Clinica 


. M. h 
Meetings at Boston City Hospital. 


DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 
May 2, 1928 (Wednesday)—Annual meeting at 12:30 P. M. 


t for examination 
May 3, 1928 (Thursday)—Censors mee Haverhill, 


f didates at Hotel Bartlett, 95 Main Street, 
at oP. M. Candidates should apply to the Secre . 
J. Forrest Burnham, M.D., 567 Haverhill Street, Law- 


rence, at least one week prior. 
Essex South District Medical Society 
February 1 (Wednesday)—Council meeting, Boston. 


ruary 8 (Wednesday)—Danvers State Hospital. Clin- 
supper at 6 P. M., followed by 


Dr. Abraham Myerson, “Some Aspects of Mental 
sio ood of Hathorne and 


{ 


Hygiene. 
tine 10 minutes each, and from 
the floor. 
March 7 (Wednesday)—Lynn Hospital. Clinic at 5 
P. M. Dinner at 7 P. M. 


Viets, “The Acute Infections of the 


R. 
Dr. Henry * with lantern slides and moving 


System, 

ctures. 

pissussion by Drs. W. V. McDermott of Salem and 
J. W. Trask of Lynn, 10 minutes each, and from 
the floor. 

April 11 (Wednesday)—Essex 
Clinic at § P. M. Dinner at 7 P. 
Dr. Raymond §S. Titus, “Obstetrical Emergencies.” 

Discussion by Drs. J Egan of Gloucester and 

A. 


Sanatorium, Middleton. 
M. 


awes of Lynn, 10 minutes each, and from 
the floor. 
ensors meet at Salem Hospital for 
should apply to the Secretary, Dr. R. E. Stone, Beverly, 
at least one week prior. 
May 8 (Tuesday)—Annual meeting. Place and speaker 
to be announced. 


Suffolk District Medical Society 
Combined meetings of the Suffolk District Medical 
Society and the Boston Medical Library will be 
held at the Boston Medical Library, 8 The Fen- 
way, at 8:15 P. M., as follows: 


January 25, 1928—General meeting in association with 


the Boston Medical Library. 
Dr. George W. Crile, Lakeside Clinic, Cleveland, Ohio. 


Title to be announced later. 
' araeey 29—Surgical Section. Subject to be announced 
ater. 

March 28—Medical Section. ‘‘The Use and Misuse 
Vaccines.’’ -Dr. Hans Zinsser, Dr. Francis M. Rack 
mann, Dr. Charles H. Lawrence. 

— 25—Annual meeting. Election of officers. Paper 
of the evening to be announced later. 

The medical profession is cordially invited to attend 
these meetings. 

Notices of meetings ust reach the JourNaL office on the 
Friday preceding the date of issue in which they are to appear. 


of 
e- 


BOOK REVIEWS 


Studies from The Rockefeller Institute for Medical 
Research. Reprints, Volumes LVII, LIX, LX, LXI. 
27. 


These reports bring together all the publications of 
the Rockefeller Institute. As a result they are an ex- 
tremely easy way of locating work known to have 
come from this Institution. Of course they contain 
very many interesting papers which have been pub- 
lished by members of the Institute and demonstrate 
the creditable, scientific work which is being pro- 
duced. 


“A Bipolar Theory of Liuing Processes.” 
The Macmillan Company. 


A book fascinatingly written on the most funda- 
mental of subjects. The reviewer hesitates to criti- 
cise this book because not understanding it complete- 
ly himself, his tendency would be to condemn itasa 
vivid theory not supported by adequate facts. The 
book is excellent reading and stimulates many inter- 
esting new thoughts, but whether it is of great scien- 
tific value or not will remain for further workers to 
determine. It is a book in which it is very difficult 
to differentiate theory from fact. 


By Grorcr 
New York. 


“Alkohol-Extrakt-Reaktion.” By Dr. W. LUTTGE 
und Dr. pHin. W. v. Merrz. S. Hirzel. Leipzig. 1927. 


In this volume of 250 pages there is a long discus- 
sion of theory of the Abderhalden reaction. On this 
basis there is a discussion of the possibility of obtain- 
ing test tube reactions for the serological diagnosis 
of pregnancy, of the sex of the fetus, and of carci- 
noma. The evidence for these various tests is not 
given at length and it seems to the reviewer that the 
data for any conclusions does not appear large. The 
writers admit that this book merely describes prog- 
ress. The reviewer would have been much more 
pleased with the book had data been presented of 
their actual experiences. 


“Physiology and Biochemistry in Modern Medicine.” 
By J. J. R. MacLeop, M.B. LL.D. (Aberd.) D.Sc. 
(Tor.) F.R.S. Fifth Edition. The C. V. Mosby 
Company. St. Louis. 

A new edition of MacLeod’s Physiology and Bio- 
chemistry in Modern Medicine is always an interest- 
ing development. This book for many years has 
been one of the best physiological text books and con- 
tinues to improve with each new edition. MacLeod’s 
Physiology is not only an excellent text book for 
physiological students at medical school but is the 
sort of book which practising physicians can gain 
much from perusing. It has become one of the few 
standard texts of this ever changing science, and can 
be recommended most highly to anyone interested in 
the science of physiology or its application to disease. 


BOOKS RECEIVED FOR REVIEW 


The Endocrines in General Medicine. By W. Lang- 
don Brown. New York: Paul B. Hoeber. 144 pages. 
Price, $3.00. 

The Current Significance of the Word “Alum.” By 
William D. Richardson. Chicago: The Commonwealth 
Press. 93 pages. 

Surgical Clinics of North America. October, 1927. 
Philadelphia: W. B. Saunders Co. 

Fighters of Fate. By J. Arthur Myers. Baltimore: 
William & Wilkins. 318 pages. Price, $3.00. 

La Diathermie et ses Applications Medicales. 
Paul Duhem. Paris: Gauthier-villars et Cie. 


By 
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pages. 

Epidemic Influenza. By Edwin O. Jordan. Chica- 
go: American Medical Association. 599 pages. 

Grundzuge der Rontgendiagnostik Innerer Erkran- 
kungen. By Felix Peltason. Munchen: J. F. Berg- 
mann. . 

Your Growing Child. By H. Addington Bruce. 
New York: Funk & Wagnalls. 405 pages. Price, 
$2.50. 

Annual Report of the Surgeon General of the Unit- 
ed States Public Health Service. 1927. Washington: 
Government Printing Office. 355 pages. 

Mar von Pettenkofer. 
New York: Paul B. Hoeber. 


By Edgar Erskine Hume. 
142 pages. Price, $1.50. 
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